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Executive Summary

The United States mlitary healthcare systemreaches across
t housands of mles to serve patients in the Pacific Theater.
Even so, many patients nust travel great distances to treatnent.
Until the Departnent of Defense inplenented nanaged care for its
beneficiaries, the Medical Treatnent Facilities acted
i ndependently. Their autononous decision-making fostered little
i nformati on exchange regardi ng patient travel or best practices.
Patients and the tracking systens soon becane di sconnect ed.
Treatment trends couldn’t be anal yzed and the sheer cost of

transport was unnecessarily high.

In an effort to create an efficient systemfor nmanagi ng the
nmovenment of patients throughout the Pacific Theater, this
research takes on the challenge of uniting 14 Medical Treatnment
Facilities under a single case managenent system and dat abase.
The existing patient tracking systens were unable to foll ow
patients through the treatnment process, and are incapable of
performng sinple analysis that would help the TRI CARE Pacific
Lead Agency make strategi c deci sions about patient care. This
paper outlines an Internet-based solution: the Pacific Case

Managenment Dat abase.

The paper al so includes a business case anal ysis of

aeronmedi cal evacuation that concludes patient transport in
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peacetine is neither efficient nor appropriate as a readi ness
tool and, in fact, delays treatnent — which should be as
unacceptable in peacetine as it is in war. This financial

anal ysis points to significant inprovenents that will reduce
patient del ays, inprove tracking systens, enhance access to and

quality of healthcare, and save mllions of dollars.

This research is a first step in addressing inportant
quality of life issues and the perception of TRI CARE for
patients who nust travel thousands of mles for healthcare

treat nent.
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“Where Have Al the Patients Gone?”
A Critical Review of Case Managenent and Air Evacuation

in the Pacific Theater

Backgr ound

In July 1999, the U S. Commander-in-Chief Pacific
(USCI NCPAC) convened a group of his senior nedical and Air Force
advi sors to discuss the peacetine novenent of patients
t hroughout the Pacific Theater and to the continental United
States (CONUS). The discussions focused on the processes
i nvol ved in aeronedi cal evacuation. The attendees took away the
need to critically review the way they perforned the m ssion of
novi ng patients intra- and inter-theater. This would not be an
unenotional, sterile review of just another process. It had the
face of a very sick patient, Heather Lynch, across the front of
it.

Heat her Lynch, a 19-year-old Navy Seaman, cane to the Navy
Branch Medical Cinic in Diego Garcia on the 12'" of April, 1999,
with a typical presentation of Viral Influenza. 1In |ess than 24
hours, her condition escalated to a life-threatening condition
of Adult Respiratory Distress Syndronme. Shortly after her

initial presentation at the clinic her lungs began to fill with
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fluid, threatening suffocation. She was drowning in her own

| ung secretions. This syndrome — first defined as “Danang Lung”
or shock lung in the Vietnam War — carries high nortality. The
successful treatnment of Adult Respiratory Distress Syndrone
requi res weeks of intensive care nursing, artificial ventilation
and nonitoring of life' s basic processes |like heart rhythm

breat hi ng, and urine output. Heather had to be evacuated.

In the center of the Indian Ccean, she was thousands of
mles fromthe nearest appropriate nedical center. |In addition,
t he case managenent network was not engaged to coordi nate her

travel through the Air Evacuati on System ( AES)

Her first novement was late the night of April 13'" barely
26 hours after she first conplained of synptons. On her 6-hour
trip aboard a Naval P-3 Aircraft to Singapore, she required
escal ati ng doses of life-sustaining nedications and artificial
ventilation by a nurse-physician teamtravelling with her.
After her safe arrival and two-week resuscitation at Munt
Eli zabeth’s Hospital in Singapore, nunerous aircraft mechanica
failures and del ays conplicated her transfer back to Hawaii .
Wi | e she escaped death, over the next several weeks she
suffered kidney failure, coma and nmultiple anputations of her

i nbs.

Once Heat her stabilized and her recovery was assured, she
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had to be transported from Honol ulu back to Washi ngton, D.C.,
for long termrehabilitation and a nedical board near her hone.
On her departure date from Honol ulu, her Air Evacuation

(Al REVAC) flight was again cancell ed because of nechani cal
failure on the Cl41 Air Force aircraft. Her case was wel|l known
t hroughout the Pacific Theater because of her remarkabl e two-
month journey fromal nost certain death to recovery. As a
result, the grounded Cl41 did not delay her final trip home.

| nstead, she traveled with her nother and support personnel,
acconpanyi ng USCI NCPAC who was fortuitously traveling to

Washi ngton, D.C., that sanme day.

The nedical |eadership and Air Force generals responsible
for the AIREVAC systemleft the July neeting with Heather’s
story on their mnds. Here was a case that illum nated the need
for better case managenent and reliable air transport, but nore
inmportantly, it elevated the issue of patient care priority over

other logistic material transport to USCI NCPAC.

As fathers and nothers, as husbands and w ves, and as
| eaders who value the lives of their troops above all, the
mlitary |leaders |left the roomw th many questions about an
Al REVAC system that takes care of 400,000 beneficiaries.

Anal yses, and perhaps changes, were inmm nent.
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I ntroduction: Managed Care in the Pacific Theater

The US Pacific Command’s Area of Responsibility includes:
over one hundred and six thousand square mles that extends from
Al aska and the West Coast to Madagascar, including nore than 50
countri es whose popul aces speak greater than 100 uni que
| anguages and dialects. This region is origin to 70% of the
worl d’ s natural disasters and hone to 400,000 U.S. active duty
forces, their famlies, retirees and other U S. personnel. It

is also TRICARE Pacific’s managed care environnent.

Managed care is a bal anci ng act between delivering cost-
efficient, easily accessed and high quality healthcare
(Kongstvedt, P. 1997). Although they have evol ved t hroughout
the last 20 years, few perfect nmanaged care systens exist.

There are, however, certain factors nmaki ng sone managed care
heal th plans nore acceptable than others. The factors are
pragmati c and have nore to do with the environnent than the plan

itsel f:

1) Acentral, tertiary care nedical center w th near-by-
feeder clinics, all of which are easily accessed by

aut onobi |l e or public transportation.

2) A heavily penetrated nmanaged care environnent that is
nmetropolitan and has attractive environnental

surroundi ngs that attract enpl oyees.
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3) Acity that has a large, highly skilled healthcare
wor kf orce pool and maintains a business-friendly
relationship with | ocal enployers, |ocal governnent and

t he nedi a.

Thi s environnent does exist in one, and only one, snmal
part of the Pacific Theater: Hawaii. The renmining parts of the
Paci fic Theater, in all their uniqueness and cultural diversity,
currently require four additional contracts to serve mlitary
famlies located in places as renote as Nepal, Burma and Sri
Lanka. TRICARE Pacific’'s ability to ensure access to cost
effective healthcare as close to the duty station as possible is
tested on a daily basis by an ever nore critical and savvy
heal t h consuner, various federal agencies, elected officials and
the nedia. The Pacific geography nmakes it one of the nost

difficult places on earth to operate a managed care program
One of the nost inportant tools nmanaged care brought to

mlitary nmedicine in the Pacific is the concept of case
managenent. Wiile it was originally devel oped to serve patients
wi th conpl ex nedical conditions, in the Pacific it is an
excellent tool to track patients between treatnent centers that
are thousands of mles apart. Wile case nanagenent is a sinple

matter in CONUS, in the Pacific Theater it is an orchestrated
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systemthat requires databases, flight plans and specialized

staff to track patient novenent across oceans and tinme zones.

The Pacific is a challenging environnment where nedical care
is often geographically separated fromfamly support. The
w dely dispersed patient base, foreign cultures and diverse,
endem ¢ health challenges are just a few of the everyday
realities facing USCI NCPAC, his subordi nate commanders and
TRI CARE Pacific. Consequently, this paper critically eval uates
t he case nmanagenent systemin the Pacific Theater, including the
| ogi stics of patient nmovenent throughout the Western Pacific
(MWESTPAC). It exam nes the ways data are coll ected about
patients, and whether that data can be nanipul ated to anal yze
novenent and treatnment patterns. Finally, it considers both the
costs involved and the tinme it takes patients to travel great

di stances to treatnent.

To that end, this analysis queried many different databases
that tracked patient novenent. These disparate systens, which
tenuously stitch together an evol ving Pacific Case Managenent
Net wor k, | acked coordi nated oversi ght and the cohesi on provided
by a universal patient tracking database that captures data in a
usable form As a result, this research pioneered and fully
devel oped a patient novenent-tracki ng database in support of the

Paci fi c Case Managenent Networ K.
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Condi tions That Pronpted the Study

I n nost nanaged care settings on the U S. mainland, the
sinple process of transporting patients to the healthcare
facility is insignificant. Transportation, as a |ogistical
concern in the delivery or accessing of nedical care, seldom
requires consideration except in rural settings (Donovan, M &
Mat son, T. 1994). This is not true in WESTPAC where patients
travel great distances to access healthcare, at considerable
expense in tinme and dollars. |In fact, the sheer inconveni ence
creates serious, albeit intangible, quality of life issues for

the patient and the famly.

I n conventional managed care settings, case managenent is a
niche of Utilization Managenent; used to coordinate care for
nmedi cal |y conplex patients (Rossi, P. 1999, Case Managenent
Soci ety of America 1999, Case Managenent Resource Cui de 1998).
Few U.S. personnel in WESTPAC are nedically conpl ex by standard
t ext book definitions — but mlitary | eaders and providers in
VWESTPAC agree that the renpte and/or distant |ocations of U S
forces provide a conplicating factor in healthcare delivery few
face in US nmai nl and managed care settings. As a result, case
managenent is carving a new, non-traditional role in the

Pacific. The logistics of integrating WESTPAC pati ent heal thcare
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delivery with travel to access care are so conplex, a case

manager nmust track each patient through the system

TRI CARE Paci fic, and WESTPAC Medi cal Treatnment Facilities
(MIFs), justify using case managers for coordi nating heal thcare
delivery in WESTPAC because of the high cost and difficulty of
patient transport. In designing the case nanagenent system
TRI CARE Pacific felt confident that using case nanagers as
coordi nators of healthcare delivery and travel would enhance
cost efficiencies and assure optinmal access to the appropriate
nmedi cal care as close to the duty station as possible, in spite
of WESTPAC s tinme and di stance chal l enges. However, as Heat her
Lynch and ot her cases soon illustrated, the condition of the MIF
case managenent databases, and the patient’s propensity to skirt
the AES, pronpted a thorough study before case nmanagers coul d

truly be effective.

Usel ess and Cunber some Dat abases

The Defense Medical Regulating Information System or
DVMRIS, is DOD s nmandated patient tracking systemin use
t hroughout the Pacific Theater (DODI NST 6000.11, 1998). It is
an antiquated and proprietary software programthat aggregates
data, but does not permt statistical analysis wthout

transferring the data to another statistical platformlike
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M crosoft Excel. Since DVRI S only aggregates data, MIF anal ysts
nmust downl oad and mani pul at e dat abases, which is beyond the
capabilities of nost MIF utilization managenent staff (Persona

Conmuni cati on, HMC M chael Dam co 8-15-99).

There is al so anecdotal evidence, which cane to |ight
during interviews with the case managers, that MIF personnel who
work with DVRIS find its data is not useful for utilization
managenment at the | ocal |evel because it follows too few non-
clinical paraneters (TAB A). In short, there are two
significant deficits: the data are purely clinical in nature and
do not appropriately track patient novenent to treatnent
centers. DMVRIS |oses track of patients during each epi sode of
care; they becone invisible to the system to the case managers

and to the conmand structure.

DMVMRI S Year 2000 (Y2K) conpliance nmay al so be questi onabl e.
The systemrecently |ost several nonths of 1999 data during its
Y2K assessnent (Personal Comrunication, Major Randy Emmert 9-15-
99). Finally, systemqueries require the proprietary prograns
devel opers to wite the query — increasing cost, delay and
obstruction to using DVMRIS at the [ocal and institutional |evel

i n VESTPAC MIFs.
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Air Evacuation is Unnecessarily Tinme Intensive

Heat her Lynch’s story, as well as interviews with WESTPAC
case nmanagers, pronpted a sinultaneous study of the AES. Again,
anecdotal evidence pointed to a cunbersone, if not outdated,
system for managing routine patient air travel. Case managers
and patients alike tried to avoid the AES. They described AES
as an airline of infrequent flights with frequent stops, which
turned a sinple flight fromHawaii to Guaminto a 3-day
marat hon. Table 2, discussed later in detail, shows that a

commercial flight is always a better alternative.

Leadershi p Needed for Case Managenent

When this story began, case nmanagenent at the 14 WESTPAC
MIFs was difficult because it |acked cohesion both strategically
and fundanmentally. Until sumrer 1999 when the Lead Agency’s
Chi ef Case Manager position was filled, there was no dedi cated
strategi c oversight of case managenent at TRI CARE Pacific.
Fundanental |y, data collection was in disarray. Thirteen MIFs
had sone form of database, but only two were simlar enough to
be conparable. To be effective, Pacific case nanagenent had to
be energi zed locally, supervised centrally and equi pped with a
suitable platformfor data collection, deliberation and

anal ysi s.



Pati ent Movenent in the Pacific Theater 21

Managed care organi zations, |ike TRI CARE Pacific, nmaintain
a singular quest for consistency in delivering quality care,
easy access, cost efficiency and achieving patient satisfaction.
To achi eve these goals, TRICARE Pacific had to exert program
oversight at the strategic |evel and TRI CARE Pacific patients
had to be visible throughout the entire process of healthcare
delivery. Wth the assignnent of a senior Case Manhager in
sumer 1999, oversight had a face at TRI CARE Pacific, but

patient visibility in the Pacific AES remai ned nurKky.

Pr obl em St at enent

The Defense Medical Regulating Information Systemis a
poorly integrated and outdated software platformthat cannot
nmoni t or the nmovenent of patients in the Pacific and does not
support the regional analysis of novenent, treatnment or other
best business or clinical practices. DVRIS |ack of capability
conpel | ed nost WESTPAC MIFs to devel op parall el databases that
captured nore useful MIF specific data for tracking patient
nmovenent and | ocal utilization nmanagenent. Wile these stopgap
dat abase neasures proved effective locally, the MIFs' w dely
di vergent needs fostered the devel opnent of databases that
provi de no value to case nmanagers and managed care outside the

MIF, or to TRI CARE Pacifi c.
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Literature Revi ew

Utilization Managenent

Utilization Managenent (UM is an unbrella termthat
enconpasses a nunber of nore specific techni ques and strategies
of ten depl oyed in managed care. Strictly defined in 1995 UMis
“the review of services delivered by a healthcare provider to
determ ne whet her according to pre-established standards, the
services were nedically necessary” (Meisenheiner, C 1997, 150).
As with many terns and concepts in managed care, UM continues to

evolve in both definition and substance.

Today in MIFs and at TRI CARE Pacific, UMis defined nore
broadly — in the context of nany conponent processes in the
mlitary' s healthcare delivery system Previously focused on
i npatient stays, UM now anal yzes prinmary care services,
specialty referrals, energency and ancillary services and
phar macy benefits, to nane a few \Wile each MIF uses vari ous
| ocal techniques in inplenmenting successful UM there are four
mai nstream strategies which find their way into nost heal thcare
pl ans: demand managenent, utilization review, disease nmanagenent
and case managenent (Acadeny for Heal thcare Managenent and

Ameri can Associ ation of Health Plans, 1999).

Demand managenent in today’ s health plans provide patient

educati on and ongoi ng provider intervention that reduces overal
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requi renents for healthcare services by the plan’s nenbers.
Thi s techni que hel ps | ower costs while providing nenbers with
addi ti onal value. Kongstvedt sites five categories of denmand
managenment services: nurse advice lines, self-care and nedi cal
consuneri sm shared-deci si on maki ng prograns, nedical
informatics and preventive services and health risk appraisals
(Kongstvedt 1997). TRICARE Pacific enploys all five of these

servi ces.

The Healthcare Information Line (HCIL), part of the Pacific
Heal t hcare Information Program (PHCIP), is a theater w de nurse
advice line contracted through McKesson HBOC, Access Heal th,

Inc. It provides 24-hour nedical advice through a toll-free
phone service staffed by nurses. This service also provides an
audi o-health library and online information through their
conpany web site. Self care and nedical consunerism prograns in
the Pacific are integrated in the regional PHCI P and through
successful |ocal educational opportunities |like KidsCare in

Al aska, and Partners in Care throughout WESTPAC. Vari ous

mai nst ream deci si on-meki ng texts and self care textbooks I|ike

The Heal t hwi se Handbook, Taking Care of Yourself, and Taking

Care of Your Child (A Healthw se Publication 1995, Vickery, D M

& Fries, J.F. 1996, Pantell, RH, Vickery, DM & Fries J.F.
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1999, resp.) are distributed as part of the PHCIP to personne

when they arrive at their Pacific Theater Duty Stations.

Use of nedical informatics exists in various forunms and
nmedia |like telenmedicine, routine tel econferencing, on |line
informati on through the nurse advice lines and TRI CARE Pacific’s
web site as a part of the Access Health HCIL service. The
Internet is also the platformof choice for the Pacific Case

Managenent Dat abase di scussed |ater in this paper.

Finally, preventive services are inplenented through |oca
educational initiatives |like those involving breast cancer
detection, treatnent and recovery. Another preventive technique
i nvol ves stratification through a health status assessnent that
is filled out locally and tracked through TRI CARE Pacific by
using the Health Enroll ment Assessnent Review (O fice for
Preventi on and Health Services Assessnent, 1997). In general,
TRI CARE Pacific sees trenendous | everage in providing patient

access to care in the use of these demand managenent techni ques.

Uilization review, the second major weapon in UM s
arsenal, is an evaluation of the nedical necessity, efficiency
and appropri ateness of services and treatnent. This is the
evol utionary product |ine that enbodies the original UM
definition and concept. Utilization reviewis closely tied to

qual ity inprovenent and performance through its use of three



Pati ent Movenent in the Pacific Theater 25

fundanment al processes; prospective review, concurrent review and
retrospective review. Literally neaning review before, during
or after treatnment, respectively, these three processes usually
involve in hospital care (Rossi 1999). Mre recently the
processes are taking different shapes, such as preauthorization

for care, a form of prospective review

D sease managenent, another UM technique, is a relatively
new treat nent process of intensive support and care for specific
| ong-standing illnesses and conditions outside of the acute
setting. It attenpts to manage chronic di seases |ike asthnma,

di abetes and congestive heart failure on an outpatient and

popul ati on basis — through patient education at encounter sites.
Care is standardi zed, highly coordinated and integrated between
provi ders, sites and patients in an attenpt to provide a
standard | evel of care throughout the program Through this
proactive and orchestrated approach, the high costs of
reactively providing care after disease relapse is greatly
decreased. Mainstream believers think di sease managenent shoul d
be nost effective for chronic illnesses that are endemc in

soci ety, have vari abl e outcones, benefit from patient education

and have high healthcare costs (Hoffman, C. and Rice, D. 1996).

The | ogical outgrowth of di sease managenent is case

managenent, UM s fourth primary technique. Case managenent is



Pati ent Movenent in the Pacific Theater 26

the sole focus of this research. Consequently, it will be

di scussed i ndependently fromthis point forward. The previous
di scussi on of demand managenent, utilization review and di sease
managenent was the evolutionary tail and stage from which case
managenent nust al ways develop. It is with that qualification

we now turn to case managenent.

Case Managenent

Case managenent has existed for many years. Historically,
it described the process through which resources were
distributed to (1) children under the Children’ s Medical Service
Program of the 1935 Social Security Act; (2) returning World War
Il Veterans; and (3) those patients in need of long-termcare
(Quiliano, K. K. & Poirier, C E 1991). Case nmanagenent, as a
prof essi on, began to change with the advent of managed care.
Throughout the 1980’s, its evolving focus turned to worker’s
conpensati on managenent progranms, where nurses showed they coul d
control cost and maintain the quality of care through case
managenent. Hospitals quickly noticed these new efficiencies,
so by the md-1980’s, they routinely advocated the use of case
managenent for their nore nedically conplex patients (G bbs, B

1995) .
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Today, we face a healthcare environnment that is driven by
advances in science and technol ogy, yet is increasingly
regul ated, fiscally restrained and conpetitive. The environnent
of cost contai nnment and hei ghtened expectations routinely shifts
care to alternate sites and alternative health providers, while
steadily decreasing rei nbursenment for care delivery (H cks, L
1991). Consuners, despite their increasingly savvy presence in
nmedi cal deci si on-maki ng, are often overwhel med during tines of
maj or or catastrophic illness. The interface of social,
financi al, nedical and psychol ogical forces culnmnating during a
heal thcare crisis is the |ogical point where case nmanagers w | |

fill an ever-increasing role.

The literature | eaves the reader wth a considerabl e nunber
of definitions for case managenent — all of which strike the
sane tone. In sunmary, case managenent is the coordination of a
col | aborati ve process for assessing, planning, nonitoring and
eval uating the services needed by patients to achieve a quality,
cost-effective outcone while neeting the needs of the individual
(Ameri can Nurses Association Publication 1988, Lyon, J.C 1993,
Cohen, E. L. & Cesta, T.G 1993, Florida Health Consultants
1999). Illnesses requiring case nanagers are historically

catastrophic or conplicated by extrene nedical conditions or
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soci al circunstances, but they are not exclusively linmted to

t hese situations.

Delivering healthcare in the Pacific is unique in many
ways, not the |east of which are its austere conditions and
geogr aphi ¢ di stances between care beneficiaries and mlitary
medi ci ne’s healthcare settings. Analogies in the literature are
hard to find — except for Donovan’'s heavily qualified scenario
of managed care in rural mainland settings (Donovan et al.
1994). He describes four significant barriers to rural hone
care; philosophical and operational barriers, staffing barriers,
ancillary service and resource barriers and geographi cal
barriers. Wile all four exanples are partially relevant in
providing care to Pacific Theater patients, geographic distance
provi des the nost form dable, expensive and tinely issue for

USCI NCPAC and TRI CARE Paci fic | eadership.

| sol ated popul ations are difficult to care for in CONUS,
much | ess the 50-plus countries in the Pacific Theater. Care
for US forces and their famlies is a round-the-clock concern
for regional MIF commanders, TRI CARE Pacific and USCI NCPAC.
Pati ent novenent requires conmuni cations conpatibility across
many different environments and mlitary units, readily
avai | abl e and trai ned Al REVAC personnel and dedi cated or stand-

by aircraft that can function in constantly changi ng weat her
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conditions. Ceographic dispersion of troops and accountability
for those troops’ care after injury necessitates planning and
financing at the local, regional and theater level. The Lynch
case also illustrates that the current AES ability to nove
patients throughout the Pacific Theater is not always

functional, and is in need of repair or possible replacenent.

Al r Evacuation M ssion Guidance

“The m ssion of the worldwi de AES is to transport
casualties by air, under healthcare managenent from forward
airfields..and one theater of operation to another” (Air Force
I nstruction 41-301, 1996, 2). Further, policy directives of the
US Air Force establish operational and adm nistrative
responsibilities and procedures for worl dw de Al REVAC that are
consi stent with gui dance from Joint Publication 4-02.2 (Joint
Publication 4-02.2, 1996). AIREVAC, a highly coveted Air Force
m ssion, is neticulously described fromthe strategic to
tactical |level over 24 pages in Instruction 41-301, starting
with the mssion’ s operational benefit and ending with a
conplete list of which admnistrative forns are correct for
which patients. Wile details of the above publications extend

far beyond the scope of this paper, the essence is that the AES
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provi des peacetine training for the airnen who nust transport

casual ti es during war.

Currently, determ ning which patients are appropriate for
aeronedi cal evacuation is nade by the d obal Patient Mvenent
Requi renents Center, | ocated at Scott Air Force base in Saint
Louis, Mssouri. They carefully consider the risks, care and
cost advantages of mlitary lift versus other treatnent options.
Once such novenent issues are solved, the center directs and
coordi nates the specific patient novenent request to the
appropriate theater. The Air Force further defines the Patient
Adm nistration Oficer’s duties as determ ning whether “care is
avai l abl e locally and whether nore efficient and cost-effective
alternatives are avail able”(Air Force Instruction 41-301, 1996,

7).

DOD I nstruction 6000.11 outlines a standardi zed policy for
t he gl obal patient novenent mssion. Once again, in pain-
staking detail, it explains which patients are eligible for
transport and who shoul d fund novenent on DOD aircraft, defining
t he conditions under which special circunstances will dictate a
deviation in the aforenentioned policy. Finally, it transfers
direct control and authority of DVRIS to the US Transportation
Command (USTRANSCOM. O interest, Instruction 6000.11, for the

first time, describes the mandate of devel oping a single
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information systemthat would track the patient fromthe field

en route and to the MIF (1998).

In summary, Air Force Instruction 41-301 is Air Force
Centric in its conceptual developnent. It prioritizes the Air
Force training m ssion, not patient care. The current AES
regul ati ons governing patient novenent rigidly place the
deci si on-maki ng, use and control of airlift resources in the
hands of non-nedi cal personnel in Saint Louis, five tinme zones
fromthe Pacific. As a result, nedical personnel cannot nmake
appropri ate case managenent decisions for their patients. This
m nimzes the inportance of the patient, relegating themto a
position equal to cargo. This authority is msdirected, since
patient transport plays only a supportive role in a vast system

of take-offs and | andi ngs.

Literature reviews of civilian Al REVAC are non-existent.
There are few nonthly publications and an extrenely limted
amount of academic literature that address aeronedi cal
evacuation. There are no conparative studies in the literature
that address the use of mlitary aircraft for peacetine patient
nmovenent. Wil e nunerous, event-driven case studies describe
scenarios for mlitary, CONUS, overseas and nmanaged care
environnents (Ritchie, E.C, Mrse, J.H and Brewer, P.G 1996,

Johnson, R & Falcone, R E. 1995, Ferdinand, M 1994) only one
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aut hor | ooks at the clinical, and financial, appropriateness of
air nedical transport (O Malley, R J. and Watson-Hopkins, M

1994) .

O Malley's article highlights the unique nexus civilian air
transport is crossing in justifying its use to the managed care
environnment. Several federal organizations recently devel oped
monitoring metrics that help air nedical services justify their
services to governnment or third party payers, but there is no
policy or mandate that details when air assets are, or are not,
justified. The author finishes with little nore than an
endorsenent of a position paper by the Association of Air
Medi cal Services — trying to justify reimbursenent by using a
rudi mnentary checklist of justifiable A REVAC situations for

t hree denographs; traunma, pediatric and nedical patients (1994).

Paci fi c Theater Al REVAC Responsibilities

The United States Pacific Command Theater Patient Myvenent
Requi rements Center (TPMRC) manages the Pacific Theater patient
transport systemduring peacetinme and in war. TPMRC, forned in
Cct ober of 1997 through the nerger of two commands, the Pacific
Joint Medical Regulating Office and a segment of the 374'"

Aer onedi cal Evacuati on Squadron, coordinates patient novenent

requests with the WESTPAC MIFs. TPMRC was the outgrowth of a
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| arger reorgani zation in strategic |ift assets used for gl obal
pati ent novenent (USCI NCPACI NST 4652. 1K, 1998). This exhaustive
strategi c docunment, witten after Operation Desert Storm

di scusses many circunstances and contingenci es beyond the scope
of this analysis, but directly addresses categorical planning
for four environnments and/or conditions inportant to this
research. They are USCI NCPAC responsibilities, peacetine

Al REVAC operations, novenent of routine patients and the

capability to statistically follow patient novenent.

USCI NCPAC has authority for the policy and staffing of
TPMRC, and provides financial support to TPMRC t hrough an annual
budget allocation. Pacific-based conponent commands of
USCI NCPAC fromthe Armmy, Navy and Air Force coordinate and
provide TPMRC with statistical updates of MIF capabilities and
pati ent novenent w thin WESTPAC and bet ween WESTPAC and CONUS.
Subor di nat e commanders from each respective branch al so provide
TPMRC with adm nistrative, |ogistical and comruni cati on support

and personnel on an annual basis (USCH NCPACI NST 4652. 1K, 1998).

The Pacific Air Force Command coordi nates wi th USTRANSCOM
to schedule and maintain aircraft used for aeronedical
evacuation flights throughout WESTPAC. TPVRC, which is
physically | ocated in Yokota Japan in close proximty to the

374'" Ajr Evacuation Squadron, is the Al REVAC interface that
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Cl NPAC uses to validate, nmaintain and update patient novenent
policy within theater. TPMRC also directly comuni cates with
the TRI CARE Pacific Lead Agency, the MIFs and their case
managers to ensure patients receive the best quality care at the
cl osest, capabl e WESTPAC MIF. Current policy lists TPMRC as the
approving authority for patient novenent w thin WESTPAC, but
vests the G obal Patient Myvenent Requirenents Center in

M ssouri with approval authority for patients noving out of

t heat er (USCI NCPACI NST 4652. 1K, 1998).

Peacetine operations in the Pacific Theater AES are
coordi nated through TPMRC. Typically, after a conpetent nedica
authority verifies the need to nove a patient, the patient
enters into the AES for transport to the closest MIF with the
capability needed for definitive care. Most often, patients
receive a consultation sheet fromtheir primary care provider
wal k this paper copy to the |ocal case manager and/or Air
Evacuation Clerk who inputs the consult request for patient
movenent into DMRIS. In response, TPVMRC issues cite nunbers
that authorize the patient to nove within the AES. If the
patient’s definitive care is in CONUS, TPMRC still assigns cite
nunbers but nust coordinate with USTRANSCOM s gl obal novenent

center in Saint Louis (USCINCPACI NST 4652. 1K, 1998).
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Routi ne patient novenments, which this analysis focuses on,
are patients that do not need in flight nedical support and can
move on a reqularly schedul ed Al REVAC mission, normally within
72 hours. Movenent requests are routed fromthe referring MIF
to TPVMRC. When the originating MIF specifies the consulted
service (e.g. — orthopedic, cardiology, etc.), TPMRC and the MIF
wor k together to | ocate a WESTPAC MIF that has the capability to
provi de the needed service. For intra-theater travel, the
originating MIF has direct liaison authority with the
destination MIF for acceptance and transfer of the patient.
Exceptions to this closest MIF rul e require approval by the
Chi ef , TPMRC ( USCI NCPACI NST 4652. 1K, 1998). Regardless of the
condition, precedence or needs of the patient — a patient does
not nmove within the AES until TPMRC accepts and validates the
need. Validation occurs through a variety of nedia |ike
t el ephone nmessage or facsimle, but nost often it occurs through

DVRI'S, the preferred node of communi cati on.

DVRI S, the Defense Medical Regulating Information System
is the current DOD software platformin use for tracking patient
movenent in the Pacific. |Its heavy clinical enphasis provides
benefit to TPMRC in planning how to staff specific flights in

line with patient needs, but gives mninmal assistance to the
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MIFs and case managers in assessing patterns of novenent and

utilization of services.

The DVRIS format TAB A is the hard copy, generated
el ectronically, by the Air Evacuation Cerks when | ogging
patients and their consults into the AES. By quickly review ng
t he substance and format of the categories, the reader
appreciates the clinical focus and narrative format of
i nformation gathering. This style of evacuation record is not
easily anenable to data anal ysis because of its |ack of
categorical answers, and hence, statistical analysis. Further,
the software platformis only capable of aggregation in static
fields, manipulation requires dowl oad to other statistically
capabl e software (Personal Communication, Mjor Randy Enmert

9- 15- 99).

TPMRC, and USTRANSCOM realize these shortcomngs. In an
effort to address DVRIS disadvantages and nmultiple deficits,
USTRANSCOM i s devel opi ng t he TRANSCOM Regul ati ng and Command &
Control Evacuation System (TRAC2ES), a single systemthat ties
t oget her patient accountability fromthe field, through transit
and between MIFs — all while providing patient visibility (DOD
6000. 11, 1998). |Its two key performance paraneters are (1)
Enhanced in-transit visibility of patients within 10 m nutes,

95% of the time; and (2) Inproving casualty novenent, follow ng
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the key netric of Lift-Bed Planning, the one stop solution for
airlift of hundreds of patients (estimtes range from400 to
1750) every 30 m nutes (Personal Conmunication, HMC M chael
Damico 8-14-99). The first TRACZ2ES al pha evaluation is
schedul ed for July 2000. Wile nmaking giant strides forward
fromDWVRIS, TRACZES will still lack the capability to track
patients once they deplane and nove into the nmedical system —
anot her indication of the Air Force's unwavering airpl ane-

centric nentality in systens devel opnent.

Hypot hesi s

The Defense Medical Regulating Information Systemis the
opti mal data managenent software platformfor use by WESTPAC
MIFs and TRI CARE Pacific in devel oping a successful Pacific Case
Managenent Network and Dat abase that is predicated upon real-
time visibility and regi onal data anal ysis of patients noving
within the Pacific Theater to access tinely quality healthcare

servi ces.

Pur pose

The purpose of this research is to; 1) identify, or create,

a database that can anal yze appropriate, quality data to
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mnimze the effect of geographic distance, and | everage
information for strategic real-tinme decision naking, 2) to
integrate healthcare delivery with patient novenent, and 3)

i nprove access and quality of healthcare.

Wth the advent of electronic mail, the Internet and open
systens thinking in society, distance does not pose the hurdle
it once did. Health managenent information systens, and
specifically data collection in healthcare delivery, provide
solid footing in today’ s unforgiving decision nmaking environment
— but it is not a panacea. Poorly integrated systens, or those
that are difficult to understand by the end user, limt buy-in
fromshort-staffed and cash-strapped executive | eadership. Even
nore bot hersome, using data incorrectly in strategic decision
maki ng or policy oversight sets up an air of distrust, hanpers
open communi cation, clouds the benefit to all parties and urges
| ocal leaders to re-evaluate the true useful ness of data capture

for oversight.

This research re-energi zes and refocuses the Pacific Case
Managenent Network, both strategically and fundanentally.
Through the analysis of current patient tracking systens and
interviews with WESTPAC Case Managers, this project found that
DVRI S did not neet today’ s WESTPAC Case Manager’'s needs, neither

in data quality or appropriate, efficient patient transport.
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Consequently, in addition to disproving DVRIS suitability in
case managenent, this research devel oped two additional end
products; 1) TRICARE Pacific’s new Pacific Case Managenent

Dat abase, a coordi nated and universal utilization nmanagenent

dat abase for all of WESTPAC AES st akehol ders, and 2) a busi ness
case anal ysis of patient novenent that initiated radi cal changes

t hroughout the entire Pacific Theater Al REVAC System

These proposals and facts, along with the realization that
technol ogy mnim zes tine and di stance challenges within the
Paci fic Theater, sets the stage for what this research delivers:
an | nternet-based database that replaces the DVRIS. Collecting
data on a standard WESTPAC tenplate (e.g. — the Pacific Case
Managenent Database), placing it into a uniformdata system and
describing patients in categorical terms, or database fields, is
a maj or conponent in devel opi ng successful WESTPAC case
managenent. Further, Internet access at the MIFs offers a

uni versal and real-tine electronic nediumfor conpiling data.

Turning to AIREVAC itself, and after critically review ng
the AES, this research devel ops a conceptual illustration — a
picture, if you wwll — that shows an effective conbination and
connection of providers, tracking systens and pati ent databases.
This illustration posits an inprovenent in accountability and

facilitates the proper capture of patient novenent data. The
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concept devel ops patient novenent into a sequential thenme nade
up of a 3-part process: referring MIF, flight transport and
receiving nedical institution. The two ends of this three-part
process are nedical, leaving the remaining mddle third to
actual patient transport. Each of the three subsets are
critically reviewed through their avail abl e dat abases, while
actual patient transport is placed into a business case anal ysis
— in the context of financial (dollar) cost and access (hourly)

cost.

Met hods and Procedures

In early August, 1999, follow ng the Heather Lynch brief,
this researcher began a 5-nonth critical review of how patients
nove through the current AES. The anal ysis | ooked at
accountability and efficiencies in all parts of the process,
bot h i n-house nedical tracking and the physical novenent of
patients. Follow ng informal discovery, the research
nmet hodically re-exanm ned the practice of routine patient
novenment in peacetinme through the AES. The objective was
straightforward: re-energize the case managenent network and
process where necessary, redevelop and unify information systens
where appropriate, re-strategi ze and fix what was inefficient,

unnecessarily costly or broken. There were no sacred cows.
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| ntervi ews, Database Coll ection and Coll ati on

There are operational readiness considerations to make
bef ore suggesting any change in how patients are physically
transported throughout WESTPAC, it is a coveted Air Force
mssion. In order to be inpartial in its approach, this
research nethodically interviewed each of the network case
managers and ot her system st akehol ders and exam ned t he
capabilities of DVRIS. The routine format of the questionnaire
and its anecdotal summaries collated in TAB Billustrate the
t el ephone interview tenplate for both introductions and specific
guestions between TRI CARE Pacific and the various stakehol ders.
This initial approach provided a strong and personal foundation
fromwhich to assess the MIF heal thcare environnment, build the
anal ysis and eventual |y, develop a business case anal ysis for

pati ent novenent.

The patient novenent process is nmulti-faceted and extrenely
territorial; each facet is steeped in detail. There is
extrenely limted regional or inter-facility comrunication in
the present patient novenent process. Information flow between
originating MIFs, TPMRC and the receiving institution is
i nconpl ete. Presently, conputer systens that track patient

nmovenment do not interface, and as a result, render patients
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i nvisible as they navigate through the Air Evacuation and

Medi cal Systens.

In order to evaluate the wi de spectra of patient tracking
dat abases that the 22 primary WESTPAC st akehol ders used, this
research collected data fromall 22 disparate collection systens
used in the WESTPAC AES. After flattening the databases
categorically into a universal database, |isted under TAB C,
there emerged wi dely divergent collection patterns anong the
data holders. Wth the exception of “Accepting Service/Cinic,”
no category was collected or followed greater than 50% of the
time when conpared across all 22 databases. To further
illustrate the extrene scatter in these databases, over 80 data
points were listed, but the average collection rate for any one

poi nt was 15.8% | ess than one in six.

Spreadsheets conprised of comrercial and AES cost and

| ogi stical data fromOl Cct 98 through 30 Sep 99 are listed in
Tables 1-4. Wile expanded in detail |ater, these spreadsheets,
conbined with the MIF interview sunmaries and fl attened data
(TAB B, TAB C), formed the basis for critical review These
sane tabl es and busi ness case anal yses were used for the 14
Decenber 1999 Air Evacuation System Heat her Lynch back brief to
USCI NCPAC and USTRANSCOM which |led to recent, radical changes

in how future WESTPAC patients will be noved.
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The interpretation of personal interviews, flattening and
collation of retrospective data into one universal database and
t he busi ness case anal ysis necessitated nultiple assunptions.
They are described in the context of the paper and on the
rel evant tables. Footnotes, correspondence and web sites are
i ndexed on the individual spreadsheets and listed under this

paper’ s Reference List.

Di scussi on of Findings and Anal yses

The three conponents of the patient transport process are
coordination at the referring MIF, transport of the patient from
referral to destination, and coordination at the destination
MIF. The anal ysis discusses the three pieces of this process in
two bl ocks, one nedical and one transport. The nedical bl ocks
of referring and destination MIF are conbi ned because of the
substantial overlap in problenms and fixes shared by WESTPAC MIFs

and the nost common destination, Tripler Army Medical Center.

The follow ng discussion is at risk of portraying patient
transport as a one-way phenonenon, it is not because greater
than 99% of patients return to WESTPAC following treatnent. This
fact is highlighted again during the discussion of the business
case anal ysis of patient novenent in the current Al REVAC

Pr ocess.
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The Research Questionnaire and Stakehol der Interviews (TAB B)

Starting with the 14 WESTPAC MIFs, the interview process
uncover ed nunerous roadbl ocks and inefficiencies, all the result
of a stovepipe-like systemof tracking patients. The research
found many interesting anecdotes through phone and enai
surveys. In all, this researcher corresponded with nore than 75
medi cal and air transport staff in order to research the nedica
processes at both ends, and throughout the AES. A universal
finding was the majority of stakehol ders had their own agendas
with little regard or understanding for how they fit into the

entire AES process.

More specifically, the qualitative research found:

Limted oversight of patient novenent by clinical

personnel at the MIF;

No accountability for cost and access efficiencies in
delivering care or coordinating care between providers and

institutions; and

Tracki ng patient novenent inside, and especially outside,
the AES was limted by information systens, shortages of

personnel and | ack of cohesive education and oversi ght.

During di scovery and due diligence, the research showed -

bot h anecdotal |y, and through the 100% use of other tracking
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nmechani sms at the MIFs — that DVRI S was not dependabl e enough,
nor capabl e, of neeting |local needs. Thirteen of the 14 MIFs
were running parallel but disparate software tracki ng systens
at the institutional |evel, increasing workload with limted
benefit to local efficiencies. These independently
functioni ng dat abases gave no benefit to the theater or to
tracking patients as they departed their WESTAPC duty station

on their way to care.

The Medi cal Landscape at Origin

At the originating WESTPAC MIFs, research found a case
managenment system needi ng energy and conmand buy-in. Working
knowl edge of patient tracking nechani sns was routinely rel egated
to enlisted and host national Al REVAC Clerks far renoved from
the clinical setting. Case managers were dual- and triple-
hatted junior officers; few had clinical backgrounds. On a
positive note, consult processes at the originating institution
were efficient, often taking |less than 24 hours for consult
approval and the patient information to be typed into DVRIS and

the MIF s tracking databases.
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The Medi cal Landscape at Destination

Thr oughout this paper, Tripler Arnmy Medical Center was
consi dered the “destination,” although destinations could be
ot her WESTPAC MIFs, CONUS MIFs or civilian institutions. At
Tripler, research uncovered sim /|l ar breakdowns in comrunication
bet ween systens and st akehol ders. The service |iaisons at
Tripler often dealt wth |ate AES patient manifests and
unschedul ed arrivals. This severely limted their ability to
arrange | odging and billeting in any coherent and organi zed
fashion. Each of the five service |iaisons (including Coast
Guard) worked off their own system of patient tracking. Few
talked to each other, to Tripler Case Managers or to the

originating MIFs in WESTPAC.

The DVRI S team working for TPMRC but assigned to Tripler,
required patients to manifest 72 hours prior to the weekly
Sat ur day schedul ed AES departure from Hawaii to WESTPAC. Doi ng
the math, the reader realizes that patients had to manifest no
| ater than cl ose of business Tuesday to fly on Saturday. The
i nbound weekly schedul ed flight arrives Tuesday nornings from
WESTPAC wi t h nost appoi ntnents occurring within the first 48
hours. Consequently, despite many patients being ready for
return |ift by Thursday and Friday afternoon, they mss the

mani f est wi ndow.
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Most patients return to WESTPAC conmmercially, a mnority
wait until the follow ng Saturday’s Al REVAC flight, costing $171
per day per diemin Honolulu. Tripler-base service |iaisons
realized that 3 days at $171 dollars per diem or $523, would
get nost patients back to their duty station sooner and with
| ess en route delays. Correctly, and anong thensel ves, they
followed a standard rule of thunb; if the patient will wait
| onger than 3 days for an AES flight back to WESTPAC, they urge
parent conmands to fund return travel by commercial carrier.
This is what accounted for interview estimtes by MIF staff that
50-100% of all returning patients travel via conmercial carrier

(TAB B, Question 11).

Finally, Tripler’s Case Managers were using a patchwork of
comuni cation nethods to relay information back and forth with
referring WESTPAC MIFs. This nmethod proved inefficient and
vul nerable to | ost transm ssions and paperwork. A varying
conbi nati on of WESTPAC personnel were the points of contact for
Tripler Case Managers, creating varying degrees of success, but
falling unacceptably short in accountability for tracking and

managi ng patient novenent wth efficiency.

Eval uating the Defense Medical Regul ating Informati on System

Looking only at the 14 MIF s patient information and
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tracki ng systens, 13 had parallel databases to DVRIS with only
two of these systens being capable of speaking to each other
el ectronically. There were nmany reasons for systens running

parallel to DVRI'S, but the major reasons were:

DVMRIS is not functional at the local |evel because it is a
proprietary database that cannot be queried |ocally.
Queries, witten by contractors located in St. Louis, nake

themcostly in both tinme and noney.
DMVMRI' S has poor reliability and limted MIF buy-in.
DMVRI S al | ows data aggregation, but not data mani pul ation.

Anal ysi s through data mani pul ati on requires static screen

downl oad and upload into statistical software.

DVRIS collects clinical |evel data: good for hands on
care, but limted application at the popul ation |evel
whi ch is where Case Managenent has its nopbst pronounced

effect in Managed Care.

There is limted understanding of how DVRIS fits into the
AES system by WESTPAC MIF Al REVAC O erks, Case Managers

and MIF Managed Care Departnents.
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Fl att eni ng t he Dat abases

In addition to interviewstyle anecdotal discussions with
the MIF points of contact that hel ped define the | andscape for
this project (TAB B), this research collected all rel evant MIF
service |iaison and proposed databases (TAB C). The 13 MIF
dat abases, the focus of this research, ranged fromwitten
| edgers to sophisticated databases — but consistently they al
| acked the ability to track patients throughout the system and
to provide any value for the system beyond their institution.
Those 13 MIF dat abases, and 9 ot her AES stakehol der dat abases
t hr oughout the Pacific Theater, collected over 80 different data
points. Wile many of the data points were specifically focused
on | ocal UM concerns and not case nmanagenent, collecting the
dat abases hel ped define and clarify the MIF priorities, and what

t hey woul d accept in a universal database.

Fl atteni ng the databases was highly interpretive and | abor-
i nt ensi ve because of the various wordings of questions, software
platforns, and narrative and categorical answer differences.
I ndi vidual ly, this research transferred MIF data fields into
excel spreadsheets where consistency existed between the
qguestion and answer categories. CQut of the 83 data points, only
four were consistently close in content and substance to bl end

into a universal database.
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The four data points are illustrated in Figures 1-4, and
descri be very basic denographics; referring facility, accepting
facility, accepting service and beneficiary category. Most of
the referrals were for various special radiological procedures
i ke echocardi ograns, barium studi es and ul trasonography for
pregnancy, surgical subspecialties and cardiology. O note, but
not illustrated because of w dely divergent databases, is that
one third of the systens tracked nedi cal attendants, and al nost
60% tracked non-nedi cal attendants. This exenplifies the
financial inportance (in dollar cost) WESTPAC MIFs pl ace in
foll owi ng associ ated attendant costs incurred during the Al REVAC
process. Consequently, directly addressing financial data

capture in the Pacific Case Managenent Database was a priority.

None of the MIF systens, or DVRIS, tracked the patients
t hroughout the entire process. Patients becane invisible to the
AES at different points. MIF systens |ost the patient when the
pati ent boarded the plane at the point of origin (i.e. —
tracking systens only worked locally). DMRIS | oses the patient
when they deplane at the consultation site (i.e. — DVRI' S does
not interface with Tripler systens). Patients remain invisible
whi | e undergoi ng consultations at Tripler until they check in
with their service liaisons to arrange travel hone. Oten, if

the patients flew back to WESTPAC on comrercial carriers, they
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remai ned invisible to case nanagers, DVRIS and Tripler until
they closed out their orders — often weeks after they returned

hone.

Movi ng Patients Through The Air Evacuati on Process

AlREVAC is inextricably woven into the fabric of providing
medi cal care in the Pacific Theater — where the di stance between
nmedi cal need and nedicine’s resources are neasured in air mles,
not ground distance as in other parts of the world. It is safe
to say TRICARE Pacific patients cannot drive fromtheir primary
care provider to a specialist like patients do in CONUS.
Patients are noved by air in WESTPAC. Following that logic, air
transportation is a subset of the entire patient care process,
and a systemw de fix nust consider the tracking of patients as
one continuous process, not the parallel processes that

currently exist in the medical and transport arenas.

1,443 patients noved in WESTPAC fromJuly 1 to Septenber
30, 1999 — this nunber excludes Al aska (Email Correspondence,
Maj or Randall Emmert 10-27-99). N nety-six percent, or 1,385 of
the 1,443 patients, were categorized as routine. That neans

their consults were not nedically urgent in nature.



Pati ent Mowvenent in the Pacific Theater 52

Turning to the flight itself, July's story of Heather Lynch
illustrates that the flights thensel ves can be unreliable.
Addi tionally, what began here as a sinple research analysis of
the tinme it takes to travel between the various WESTPAC MIFs
uncovered the fact that even when the flight system worked
wi t hout delay, it added significant delays for the patient. It
takes many nore hours, and sonetinmes several days nore to nove
patients in the AES than it would to get a patient frompoint A

to point B and back again using commercial airlift alternatives.

This delay is costly and unacceptabl e to WESTPAC patients
and their famlies, especially to service nenbers who are away
fromtheir duty stations for nore than a week just to get a
specialist’s opinion or a sophisticated test. The delay creates
| ost job productivity; it increases travel and per diem
expenses; it creates an adverse famly inpact; and inpacts the
ef ficiency of healthcare utilization. This researcher, the Lead
Agency and USCI NCPAC saw how t he cost of the Al REVAC system
coul d escal ate, because tine is noney, to say nothing of the
perception problemthe AES and TRI CARE Pacific has anong
patients who are asked to get on several airplanes and wait

soneti nmes days in between flights to get to their doctor

This finding greatly expanded the scope of the original

research, and cul mnated in an extensive business case anal ysis
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on patient transport (Tables 1-4). The anal ysis exam nes the
extent of the potential and historical costs involved in the

Al REVAC system — both in dollars and hours of down tine. It was
prepared for the TRI CARE Pacific Lead Agent and USCI NCPAC in
anticipation of the hard decisions that appear inmmnent for the
current patient novenment processes. Suggestions for changes in
the current transportation process are discussed later in this

paper, follow ng the business case anal ysis findings.

Redefining the Pacific Case Managenent Process

There are three distinct, parallel, partially redundant and
non- communi cati ng segnments of the current Al REVAC process.
Wiile they all work toward a common goal, they each have their
own parochial interests and protected turf. The three separate
segnents are the originating (or referring) institution, the
destination (or accepting) institution and the patient novenent
process. Each of these segnents tracked the patient in only one
direction, not roundtrip. Conceptually, |looking at this
process, there are two ends and a mddle. Critical analysis
shows how i nextricably woven the AES is in the health delivery

system because it is one-third of the entire process.

Ironically, the three parallel patient tracking processes

currently in place at the MIFs and TPMRC don’t track the patient
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at all. One systemplans the patient’s treatnment at the MIF,
one captures the flight fromthe referral site to the consult
site, but only one way, and a third nonitors the treatnent at

the receiving facility.

The Busi ness Case Anal ysis of Patient Myvenent

Specific proposals to inprove AES patient transport and
routing are outside the expertise of this nedical research.
However, the ensui ng business case anal ysis of patient novenent
is not. It is conplete and factually based, providing an entire
air novenent process evaluation. |t offers a substantial base
from whi ch USCI NCPAC, 374'" AES | eadership and Air Force staff
can further critically evaluate their strategic |lift’'s cost
ef fectiveness in view of TRI CARE Program access standards in the

Paci fic.

In order to make the worksheet cal cul ations as accurate as
possi ble, this research contacted personnel at Tanker Airlift
Control Center in St. Louis, TPMRC in Yokota and the Air Force
web site for specific flight patterns and costs associated with
each trip (Tanker Airlift Control Center 1999). For the sake of
real -time conparison, this analysis conpares the civilian flight
and governnent fare price data fromthe Carl son-Wagonlit travel

extension office in Tripler Arny Medical Center (Persona
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Correspondence, Carlson-Wagonlit O fice 10-26-99). Sone
assunptions were nade in order to conplete the worksheet. For
exanple, it assunes patients are entirely anbul atory and can
return to work imedi ately after they are brought home. Most of
the listed assunptions are self-explanatory or will becone clear
as this analysis’ narrative remarks descri be the specific tables

and spreadsheets.

Ceneral Assunptions: SYSTEM

1. Data harvest fromthe 3rd Quarter 1999 (7-1-99 to 9-30-99) for
schedul ed Air Evacuation System m ssions are consistent with

flight patterns throughout the rest of the year.

2. Thi s nodel does not consider necessary |local travel, |odging
and transportation to deliver the patient to AES or conmerci al
runways; it only follows the patient from*“Tarnmac to Tarmac.”
Thi s anal ysis addresses the tineliness of physical novenent

within Comrercial and Mlitary Air Transportation systens.

3. This nodel contains certain geographic point-to-point patient
delivery routes that are not usual strategic AES Mssions. 1In
t hese cases, this analysis uses scheduled intra-theater C 9s
to neet C- 141s on schedul ed AES M ssions into and out of

Yokot a.
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4. Destination San Diego, California could be through March Air
Force Base, Mramar Marine Corps Air Station or Naval Air

Station North Island.

Ceneral Assunptions: PATIENT

1. Third Quarter 1999 Defense Medical Regul ating Information
System statistics show novenent of 1443 Patients in the AES:
32 Urgent, 26 Priority and 1385 Routine (2.2% 1.8% and 96. 0%

respectively).

2. This nodel assunes patients traveling within the AES and who
must remain overnight (RON) in Yokota will take the first
avai | abl e schedul ed connecting flight from Yokota — both in
transit to Tripler and return to duty station follow ng

consul tation

3. Patients in this nodel are Active Duty Menbers who are
anbul atory, do not require attendants of any kind, are fully

nmobi | e and under goi ng routi ne consul tation.

4. This nodel assunes full workplace productivity up to the date
of departure and i medi ately upon return. Consequently, there

is no lost salary prior to departure in the AES Model.
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Ceneral Assunptions: WORKSHEET EQUATI ONS

1. Measurenent Costs (Dol lars)

Ti cket Cost + Departure Del ay

Cost + RON Del ay Cost

2. Lost Salary Costs (Doll ars) Daily Salary x (1 + Departure
Del ay Days + RON Del ay Days)
* The “1” denotes |ost salary on travel day.

3. Travel Time (Hours) = Travel Tinme Total Hours + Departure

Del ay Hours

4. Delta (Days) = Delta of Travel Time Hours / 24

Patient Travel Costs in Dollars (Table 1)

Thi s spreadsheet contains factual and interpretive data
froma variety of sources that are footnoted at the bottom of
Table 1. The two |left colunns break out origins and
destinations of patient travel. Across the top, there are two

mai n categories listed as conmercial travel and AES travel.

Sub- cat egori es broken out under the commrercial and AES
categories are ticket cost, flight frequency, departure delay in
days and costs and RON delays in costs. Wile nost of these

subcategories are self-explanatory or clarified in footnotes 4
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and 5, the follow ng discussion will clarify the explanation for

departure del ays and RON del ays.

A Departure Delay in days is the delay when there is no
flight availability. The departure delay in dollar costs is the
expense to support the active duty service nenber at the
| ocation where they wait for the flight. This cost equals the
per diemtines the delay. The RON Delay is that cost incurred
for supporting the active duty while they wait en route for
flight availability at connecting points. This analysis nodel
sent all patients through Yokota in coordination with the once-
per -week schedul ed G141 AES mi ssion. The RON costs equal the

per diem at Yokota tines the nunber of RON days.

As an exanple, study Tripler Medical Center transportation
inthe first section. Conmercial ticket costs average one-third
the cost of AIREVAC travel. Commercial flights are nmuch nore
frequent, causing no departure delays. A statistical axiom The
Central Limt Theorem allows us to assune the AES system wth
only one flight per week, delays both directions of travel by 3
and one half days (Sanders, D.H 1995). Additionally, the
connections that the AES systemrequires often |lead to overnight
stays in Yokota that are costly in per diemand sal ary costs,

whi ch are described in Table 3. Figures bel ow the Honol ulu
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exanple for travel to Madigan, Travis and San Di ego Regi onal

Medi cal Centers are also listed for the reader’s inspection.

Patient Travel Costs in Hours (Table 2)

Thi s spreadsheet contains factual and interpretive data
froma variety of sources that are footnoted in Table 2. The
two | eft columms break out origins and destinations of patient
travel. Across the top, there are two main categories listed as
comrercial travel and AES travel. The reader is again invited
to review footnotes 1, 2 and 3 as they directly refer to the

data col | ecti on under these categori es.

The subcat egori es broken out under the comrercial and AES
categories are travel tine in flying hours, travel time in total
hours, flight frequency, departure delay, outbound and inbound
RON days. Mbdst of these subcategories are also self-explanatory
or clarified in footnote 5. However, a detailed discussion
describing the differences between flight hours and total hours
and departure del ays, and an explanation of the final two
categories listed as commercial and AES hardshi ps are included

for clarification.

Travel Tinme flight hours neans the tine patients are in the

air, wheels up to wheels down - flying tarmac to tarnmac. Trave
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Time total hours are the tine the patient is in the transit
process — waiting, connecting, going through custons and, with
the AES, renaining over night in order to catch connecting
flights. The Departure Del ays are the sanme as previously

di scussed in Table 1's cost terns, except here they are

described in access or hourly terns.

Looki ng again at Tripler, in the first section, the reader
appreci ates that when a patient flies in the Al REVAC system the
total hours he or she spends in travel tine can be as nmuch as
six times greater than taking a comrercial flight. For exanple,
the flight fromHonolulu to Guamis a 7-hour commercial flight
that is offered twice a day, while it takes the Al REVAC system
45 hours to get there (that’s one stop and a 2-day delay in
Yokota waiting for a connecting flight). O note — this is not
the longest flight delay on the sheet. Oher destinations are

avail able for the reader’s perusal.

As an aside, quality is in part the perception of the
patient and their famlies — in the delivery of nedical care and
means of transportation, between necessary healthcare delivery
sites. Many paraneters are qualified as intangibles, or those
that are hard to quantify. The top right colums of Table 2
|isted as Hardshi ps give a glinpse into what the patient faces

whil e using commercial and AES travel. While these are only
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general statenents and findings — it is what the patient
remenbers nost often — because it folds into the |arger
experience of the entire care event. |In nedicine, a patient’s

perception is often their reality.

| ndi vi dual Patient Travel Costs Wrksheet (Table 3)

The top of this spreadsheet |lists salaries for active duty
personnel, which are culled and averaged from vari ous resources
listed in the bold outlined box. The gray box is the cell that
links this sheet to the spreadsheets in Tables 1 and 2. It is
the variable — if you will. On the electronic version of this
spreadsheet, the reader can plug in any rank and sal ary, and
this worksheet will calculate the costs associated with that
rank’s travel, one-way and round-trip, from Japan, Cki nawa,
Korea and Guamto Tripler, Mdigan, San D ego and Travis Medi cal
Centers. It conpares comrercial and AES travel in dollars and

days.

Tabl e 3 uses an E-5 for denonstration purposes. This final
wor ksheet shows the escal ating cost to the Arned Forces when the
patient is del ayed because the anal ysis considers the | ost
salary costs (e.g. — Renenber — tine is noney). The bottom
section entitled Total Deltas for Round Trip Travel shows that

the difference between comercial and AES travel, on a per-



Pati ent Movenent in the Pacific Theater 62

person basis, is staggering. At no tinme is it |ess expensive or

faster for a patient to travel in the AES system

Up to this point, Tables 1-3 exam ne the cost per person.
The tabl es do not aggregate the data for, say, all patients in a

given quarter or entire year. Table 4, the Annualized Travel
Costs Worksheet, takes the opportunity to |ook at just that, by

annual i zi ng the data.

Annual i zed Theater-Wde Patient Travel Costs (Table 4)

Annual i zing the data started with querying DVRIS for the
nost frequent rank that travel ed between Japan, Korea, OKi nawa
or Guam and Honolulu, in the third quarter of 1999 (Enail
Correspondence, Major Randall Emrert 11-15-99). After
correcting for the proportion of patients that travel ed from
each | ocale, and annualizing the quarter’s data, analysis
uncovered that the AES system cost the governnent $1.67 mllion
over and above the cost of commercial travel in the space of 12
months. Further, patients spent an average of 3 to 5 nore days
i ndi vidual ly; or, when annualized and aggregated, 9.8 man-years
(2354 wor kdays) cumul atively, away fromtheir duty station than
t hey woul d have had they flown comrercial. These final anpunts
are listed in the bold box in the |ower quarter of the Table 4

wor ksheet .
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Changes in Medical Processes of the Air Evacuati on Process

Finally, having laid out the current |andscape of Mlitary
Al REVAC, this research lists definitive changes WESTPAC Medi ci ne
has made and will continue to make through the TRI CARE Pacific
Lead Agency. Utinmately, this research will help the Lead
Agency make the Pacific regional medical system nore accountable
and efficient. The reader is also left wth alternative
suggestions for patient novenent throughout the Pacific Theater
— strategically and financially using mlitary and civilian

contract el enents.

Illustrating the Redefi ned Case Managenent Process

After follow up discussions with many of the origina
st akehol ders fromthe MIFs, TPMRC, personnel from St. Louis’
G obal Patient Movenment Regul ating Center and Tanker Airlift
Control Center, Tripler Case Managers and the Service Liaisons,
this anal ysis conceptually re-engineered the current three
separate and di sparate processes into one sequential process
that works in a coordinated fashion. O necessity, the lines of
comuni cati on needed defined trails, enforceable accountability,
and an information systemthat allows the MIFs to coordi nate and
manage heal thcare delivery by integrating patient novenent

t hroughout the Pacific. The Pacific Case Managenent Dat abase
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of fers TRICARE Pacific the capability to strategically eval uate
and devel op best clinical and business practices in providing
patient care for the Pacific Theater. This roadnmap, found at
Figure 5, was only limted to the extent that it describes the
novenment of patients and the accountability for routine and

anbul atory pati ents.

The illustration creates a single and sequential process,
followi ng patients fromthe nonment they present at the origin to
the nonent they return to their unit follow ng treatnent at the
consult site. This concept vests full accountability for
patient novenent in the institution s case managers, depicted by
circles in Figure 5. This is a radical departure fromthe
current AES that uses TPVMRC, through DVRIS, to track patients

nmovi ng t hroughout WESTPAC, and to CONUS.

Looking closely at Figure 5, the solid lines with bi-
directional arrows — between the case managers, providers and
each other — are the primary lines of conmmunication and data
flow for the clinical and | ogistical coordination of patient
novenent within the institutional setting. The dashed, bi-
directional lines are secondary, oversight |ines of
conmuni cation and data flow. Real tine data flow that occurs

over a web-based platform sinultaneously provides oversight, the
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ability to develop netrics and patient tracking for each of the

14 MIFs and vari ous ot her stakehol ders.

After research redefined the sequential process of patient
nmovenment — this anal ysis devel oped gauntlets of accountability
that, for the first time, have a direct connection to the
TRI CARE Pacific Lead Agency (refer back to Figure 5). The Lead
Agency provides case nanagers with the education they need, and
recei ves feedback so the office can continuously re-energize the
rapi dly evolving Pacific Case Managenent Network. One of the
nost significant changes is that this systemcreates two firnly
account abl e people - the case managers, at both the referring

and accepting ends of the evacuation process.

Thi s case managenent interface requires a clinician (nost
appropriately a nurse) who i s know edgeabl e of the MIF
capabilities and the | ocal host nation’s nedical capabilities,
and is capable of using rudinentary comrerci al databases |ike
M crosoft’s Excel and Access froma web-based platform \Wile
the case manager wll use data-gathering software to track the
patient, statistical analysis and data mani pul ation is not

necessary at this |level of patient managenent.

Finally, the geographic descriptions of referral base,
| ocal transportation and strategic |lift in Figure 5 describe the

area where the referral originates and ends, the | ocal
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transportation that is routinely used for anbulatory patients
and the maj or enbarkation points for noving patients by

strategic and/or commercial aircraft from WESTPAC.

Changes at the TRI CARE Pacific Lead Agency

G ven these research findings, TRICARE Pacific is
aggressi vely and unanbi guously changing the way it coordi nates
and tracks patient novenent through the Pacific Theater. Sone
exanpl es of how the Lead Agent is prioritizing strategic
oversi ght, enhanci ng conmmuni cati on and i nproving information

fl ow t hroughout the system are;

Pl acing a senior nurse at the Lead Agency whose prinmary
role is strategic oversight of the Pacific Case Managenent

Net wor k.

Lead Agency clinical staff is traveling to all 14 WESTPAC
MIFs to educate the case managers and Al REVAC Clerks in
the overall Case Managenent System at a |ocal and

strategic |evel.

The Lead Agency established information flow between all
WESTPAC Case Managers through updated phone and emi

gr oups.
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Changes at the Medical Treatnment Facility

Changes at the Lead Agency are not nmade in a vacuum they
are closely coordinated with TPMRC, Tripler Arnmy Medical Center
personnel and the 14 MIF case managers. Attenpting to rid the
Paci fic Theater of stovepipe nentalities, TRICARE Pacific is
accentuating regular and ongoi ng communi cation with the Case
Managers and MIlitary Al REVAC personnel stationed in Yokota and
St. Louis. Specific exanples of processes that have been

initiated out of this research are:

TRI CARE Pacific and the case managers have devel oped
nmetrics (or neasures) of efficiencies that will enhance an
ability to share best practices in patient novenent anong

WESTPAC MTFs;

In early Novenber, the TRICARE Pacific started a nonthly
case managers tel econference where the 14 MIFs and Tri pl er
case nmanagers and Al REVAC Clerks will share experiences,
concerns, process suggestions and inprovenents and

educational topics related to Case Managenent; and

TRI CARE Pacific will send the new Chief, Case Managenent
and Medical Director to all MIFs in an effort to neet,
energi ze and educate clinicians and institution comranders

of the inportance of Case Managenent in the AES processes.
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The Pacific Case Managenent Dat abase

Followi ng the collection and flattening of the 22 databases
t hroughout the Pacific Theater, this research devel oped a
guestion list consistent with the MIF desires and the need to
forma Lead Agency UM data col |l ection backbone for the Pacific
Case Managenent Network (TAB D). These questions, placed on a
M crosoft Access platform are The Pacific Case Managenent
Dat abase. The various screens, as they appear on the Wrld Wde

Wb, are illustrated at TAB E.

Thi s database is already in use, having been posted to
TRI CARE Pacific’'s secure web site on Decenber 1, 1999. It is
fully integrated and conpatible with other commercial and
current proprietary progranms, containing the ability to
aggregate, mani pul ate and anal yze data. Since this is a secure
site, case managers log on with user nanes and passwords. Once
the client is authorized, the screen appears as TAB E, Page 1 of
the web site. The systemis intuitive allow ng easy additions,

editing and retrieval of existing cases.

This commercial, off-the-shelf patient database is
uni versal ly applicable and unrestrained by proprietary
contracts. It is a real-tinme tool that allows tracking and
clinical coordination of patient novenent throughout the entire

Al REVAC Process — both outbound and returning to WESTPAC.
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Because it is conmercially avail able software, and devel oped of f
a statistical platform— each institution can query and anal yze
data locally, while conparing thenselves by country, region or
theater. It also provides single data entry, renoving the need
for parallel systens and DVRIS at the | ocal |evel. Perhaps npst
importantly for our patients, this research and the resultant
changes help the Lead Agent to strategically nonitor patient
novenent, direct nedical resources and further refine the

Al REVAC Pr ocess.

Leavi ng the changes al ready occurring throughout WESTPAC, at
the MIFs and in many medi cal processes, this research turns to
the transport process itself. The mddle third, or actual air
transport, by necessity nust be critically reviewed and
reconciled in today’s managed care environnent. \Wile
definitive changes are outside of this researcher’s expertise,

di scussi on and academ ¢ suggestions are not.

Suggestions for Inproving Patient Air Transport

After review ng this paper and business analysis, there is
no doubt that many assunptions can be debated — but that is in
t he eyes of the beholder. Further, after adding costly
i ntangi bles that this nodel did not consider -- |ike decreased

unit efficiency, secondary gain fromm ssing work and traveling
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to Hawai i, the loss of unit cohesion, disruption and geographic
separation of the famly and of course patient (and passenger)
satisfaction -- the differences between the current system of
civilian versus mlitary transport in the Pacific is even

greater.
G ven this know edge, imm nent, and perhaps radi cal changes

are in order for the patient novenent process using mlitary and
civilian airlift resources. This research suggests the

fol | ow ng:

Consi der new routings for Al REVAC — both to Honol ulu and
di rect from WESTPAC Enbar kation points to Medical Centers

i n Washi ngton State and California;

Al |l ow patients and case nmanagers to use the first
avai | abl e nethod of travel for routine patients, whether
it is comercial or mlitary AES. Allow this decision to
be made within the Pacific Case Managenent Network between

referring and accepting el enents;

Consi der replacing AES entirely with the use of commercia
transportati on when noving routine, anbulatory patients

and non-nedi cal attendants to consultation sites;

Devel op a simlar business case analysis for the use of

Air Anmbul ances in transporting priority and/or urgent
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patients; and

At the information systens |evel, consider the devel opnment
of non-proprietary software systens that offer patient
tracking, data collection and analysis to the primary user
at the level of the MIF. Current USTRANSCOM pati ent
tracki ng systens in use and TRAC2ES, under devel opnent,
seemto benefit only TPMRC and not the MIF. New pati ent
tracking systens nust center on the patient, not the

aircraft — and the systens nust interface.

Strategic | ssues

Ri sing above the tactical and operational |evels, where
di scussi on centered on patients and aircraft, this research
of fers nore suggestions at the strategic level. In general,
patient novenent during peacetine should not have to conpete
wi th novenent of mlitary material logistic supplies. Also, the
design of patient’s novenent processes and systens during
peaceti me should not be limted to casualty novenent concepts
during wartine. Policy and mlitary doctrine nust change before

operations can foll ow

More specifically, imediate policy and doctrinal changes

t hat shoul d be nmade are:
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To integrate healthcare delivery with patient novenent,
resources should be centralized with a coordi nat ed
deci si on- meki ng process to include the network and

dat abase;

St andardi ze commerci al travel reinbursenment nethods anong
all branches of DOD. Integrating financial systens in the
Paci fic under the healthcare unbrella would sinplify
accounting and accountability for devel opi ng cost

efficiencies in patient novenent;

WESTPAC MIFs and the Lead Agent nust strengthen

rel ati onships with regional Centers of Excellence for care
of US Personnel and their famlies closer to the duty
station in countries |ike Singapore, Hong Kong and

Thai | and;

Patients and clinicians nmust realize, through educati on,

that foreign doctors can provide good quality care;

Current | ead agency contracts should expand to include
wrap around funding for intra and inter- theater patient

novement on commercial carriers;

Mlitary capability to fly patients should be maxi m zed,
where appropriate to address operational readi ness but not

to the detrinent of an efficient patient novenent process;
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The Theater Patient Mvenent Requirements Center should

continue to function as a reduced entity — coordi nating
t he evacuation of urgent and priority patients, and sone
routine patients. It should continue to be physically

| ocated in Yokota, but its chain of command shoul d be

pl aced under the Lead Agency as a part of Logistics and

Utilization Managenent during peacetine; and

Finally, DOD should entertain the concept of jointly
devel opi ng evacuation planning in coordination with other
commercial air evacuation systens — at the |ocal, regional

and t heater | evels.

Concl usi ons

This research’s in depth anal ysis on case managenent dat a-
basi ng, accessibility and costing of patient novenent for
heal t hcare fromtarmac of enbarkation to tarmac of destination
and back again was | ong overdue. This investigation
denonstrated that DVRI S does not fully support the data
aggregation, analysis and interface needs of WESTPAC MIFs,
managed care or the Pacific Case Managenent Network. Further,
this research uncovered parallel data systens in the treatnent

facilities that are poorly interfaced throughout the Pacific
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Theater. Wiile these fractionated systens are useful at the

| ocal level, they do not efficiently track and manage patients

within the larger Pacific Theater, the TRI CARE Pacifi c managed

care network or the AES. The very fact that intra-theater

pati ent novenents are an everyday occurrence necessitates that

t hese systens at | east be conpatible with each other, and fully
capabl e of analyzing the data within froma regi onal

per specti ve.

This study al so pronpted the devel opment of the Pacific
Case Managenent Dat abase, which was witten on comercially
avai |l abl e software, and saved over $.7 million dollars in
software design. The database has the potential to save
mllions nore if it generates strategic changes in how future
patients travel when in need of healthcare that is unavail abl e

| ocal ly.

Thi s anal ysis uncovered and directly addressed numerous
process flaws in the Departnent of Defense’'s current patient
tracki ng nethods. The MIFs’ ad-hoc and reactionary approach to
case managenent is indefensible and unnecessary, given today’s
t echnol ogy and open systens thinking. Wile many nedica
commanders and heal t hcare providers may vi ew web-based data
collection as tinme taken away from bedside care, it’s becom ng

apparent that case managenent and the devel opnent of best
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clinical practices are paying benefits to clinicians. These new
nmet hods for managi ng patients let the providers take care of
their patients throughout the episode of healthcare (which, in
the Pacific requires significant travel) — while others take

care of the logistics.

The data and case nmanagenent principles that will evolve
out of this research will help mnimze adverse famly i npact
and limt disruptions in job productivity that affect
operational readi ness, and enhance diverse quality of life
i ssues, healthcare access and quality. Perhaps nost
inmportantly, it enhances access to Western-style healthcare as

close to the Pacific (or WESTPAC) duty station as possible.

This research al so encouraged USCI NCPAC to consi der
sweepi ng changes in current AES operating principles. For
decades patients have travel ed on these relatively infrequent
flights, stopping in several countries at tinmes to conplete the
route to a hospital thousands of ml|es away, based on the sane
mlitary logistics principles used for noving equi pnent and

suppl i es.

But as information systens and case managenent practices
mat ured, and peacetine quality of life and quality of healthcare
issues rose in priority, |leaders started to see this wartine

system of transports as burdensone, inefficient and
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i ndefensible. For routine patient travel, the mlitary nedical
air evacuation systemfor peacetine healthcare access nust be

r e- engi neer ed.

A Wall Street Journal article entitled, “Desert Snooze, As
the Mlitary Slinms, Each Soldier’'s Upkeep G ows Mre Expensive,”
inplies our |leadership is asleep at the switch. The article
quoted mlitary panel experts and General Accounting Ofice
reports which said “the Department of Defense is burdened by a
far flung support infrastructure that is ponderous, bureaucratic
and unaffordabl e.billions of dollars are wasted annually on
inefficient and unneeded activities” (WsJ, Novenber 11, 1999,

Al) .

This is mainstreampress and with it comes taxpayer
vigilance. TRICARE Pacific’s Case Managenent Network and
acconpanyi ng database are positive and trend setting within the
entire TRICARE Program By devel oping this database internally,
TRI CARE Pacific saved hundreds of thousands of dollars in
contracting costs, while nmaking the system nore universally

available to all parties.

This research study has outlined the path toward a
successful case managenent system and has becone a nodel for
integrating healthcare delivery with patient novenent between

distant nedical facilities. Utimately, these interventions
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will benefit the quality of healthcare delivery by inproving
access and decreasing costs, all while providing inproved

heal thcare at the right tinme and as close to the duty station as

possi bl e.
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TAB B: RESEARCH QUESTIONNAIRE SUMMARY

The following is the basic questionnaire used for interviews with the MTFs, TAMC personne,
TPMRC, TACC and Service Liaisons during due diligence for development of the Pacific Case
Management Database and evaluation of the current AES. Interviews completed from August to
October 1999.

AIREVAC Questionnaire—Draft Two (Rev’'d. —082499)

Introduction —
A. CDR John Olsen and Colond Enzd prn.

B. Second Year Resident from Baylor, future TPSO Medica Director
C. GMP will be the AES System and/or the Pacific Case Mgmt System

D. Ideaof the project isto see what is good and bad about the AES system, both
anecdotally and by the databases that currently exist. If this gives an adequate idea of
the problems — the project will end with a case analysis of current data.

E. If thereisinadequate information — then anew database may be developed seeking
input from both the AES personnel and the patients — but the objective is to minimize
new data— and analyze what we currently have.

F. | have contacted you as the first POC in the system — referral prn. o/w ask questions.

G. Begin with the Overal Objective — To Collect Data on Utilization Patterns and
Characterigtics of Patient Populations both inside and outside the AES.

H. Why (Cost benefit Analysisis the Ultimate Question — forcing alternatives):
A. AE - Little Cost for transport, but increased cost for time, per diem, etc.
B. Non-AES - Increased transport costs, but decreased time, per diem, etc.
C. Assessintangibles (lost productivity, travel and per diem costs, etc.)

I.  Ultimate Products with potentia benefit:

A. Patient Movement Goals — Leading to new policy/guiddines/clinical decision
pathways for the AES (Compare to pre-existent AES documents).

B. Breakdown of Payments— Leading to unified (central) funding for AES (all
services), use of AEA System, efficient use of commercial system, efficiency of
Pacific Case Management System.

C. Database that is dynamic, building — and ultimately will alow utilization review
of the system on a departmental, institutional, regional and theater basis — with
the potential for global application.



TAB B: SUMMARY OF ANECDOTAL QUESTIONS

Names of Ingtitution’s Interviewed —

-Case Managers and Service Liaisons from Tripler Army Medical Center (TAMC), TAMC
Defense Medical Regulating Information System (DMRIS) Cell, Theater Patient Movement
Regulating Cell (TPMRC), 121%, Osan, Kunsan, Naval Hospital Guam, Andersen AFB,
Camp Zama, Y okota, Misawa, Atsugi, lwakuni, Y okosuka, Kadena, Sasebo, Okinawa and
Service Liaisons (USA, USAF, USN, USMC, USCG)

. Rank/Name of Person Interviewed and Date of Interview

-Case Managers — >90% are dual hatted — PAD, Legal Officers, Managed Care Departments.
-CM Ranksis divided 45% 0-5, 45% 0-4, and 10% 0-3 or below and Civilian Personnel.
-AE Clerks and Service Liaisons — 90% E3-E7, 10% civilian personnel

Position/Job title of Person Interviewed

- SAA

Phone Number — 100% with reliable phone service

Fax Number — 90% with reliable fax service
E-mail Capability — 95% with reliable Internet capabilities

How does a consult come through the system?

- Hand Carry — Provider to AES Staff at local MTF — 100%. Consult Processed by local
MTF AE Clerk within 24 hours in aimost al cases.
- CHCS and Flight manifest: TAMC and 50% of Service Liaisons.

Does patient movement on C-9's within the Pacific Theater work? General to Specific.

- 90 % of the time C-9' swork, but when they don’'t — it cases massive backlogs, juggling of
local schedules, rescheduling of consultant appointments, patient inconveniences, and order
modifications to reschedule with commercia air travel.

- Emergency careis extremely hard to prepare for (e.g. — when Okinawa uses IM support,
they cancel routine appointments for the entire week — while awaiting movement).

What data exists for tracking patients inside and outside the MTF system?

- DMRIS - 100% use by al MTFs because input is mandatory for patient movement in AES.

- How many pardld systems exist between the above 22 interviewees? — 18
Two use DMRIS astheir primary dB (TPMRC and TAMC DMRIS Cell)
Two share an Access Database (Y okota and Y okosuka)

Eight have their own Excel Databases running parallel to DMRIS
Four have their own Access Databases running parallel to DMRIS
Two maintain a hand-written ledger paralel to DMRIS

Two have no tracking system



7. Continued

8.

- Why are there parallel systemsto DMRIS?

DMRIS not functional at local level

DMRIS has poor reliability

DMRIS gives static field (aggregates but does not allow manipulation)

Analysis requires download to Excel/upload into statistical software

Collects patient level data: good for hands on care, but limited application at
population level (which is where UM works for Managed Care)

Limited institutional buy-in, limited understanding of system by AE Clerks,
Managed Care, UM and CM departments

How many ambulatory patients are requiring attendants?

- 33% have categories for tracking medical attendants on their own systems

- 57% have categories for tracking numbers of non-medical attendants on their own
systems

- Breakdown is on descriptive statistics (noteworthy point — many that have the
ability to track this parameter - don’'t or do unreliably)

Who is being consulted? Where are they going? Discuss by specialty and whether

10.

another MTF, TAMC, CONUS or civilian? Isit outside the Case Management
process?

- Primary consults go to Orthopedics, General Surgery, Surgical Subspecialties
(Neuro.), Cardiology and Special Procedures (MRI, Echoes, Ultrasounds, etc.)

- Estimates of people traveling outside the system range are mostly anecdotal —no
firm numbers. Y okosuka, Okinawa and Osan MTFs use local care when it is
available (15-35% of al patients who need care not provided at the MTF).

- Most work within some type of Case Management Process — when they enter into
the AES — most are coordinated through AE Clerks. When they use local host
national capabilitiesit is coordinated through clinical personnel (local CM,
Department of Managed Care, €tc.)

Who pays for the AE patients?

- Many different methods depending upon service and type of travel (AES vs.
commercia). Various payers include (note - below are anecdotal answers):
- Navy: Inpatient - BUMED
Outpatient — Command Pays
Commercia Travel — Command pays

- Army: Inpatient —
Outpatient — Soldiers paid by USARJAP
Non-soldiers paid by MEDDAC
Commercial Transport - Unit pays
Attendants — Local Hospital Pays



10. Continued
- Air Force: Inpatient — Local hospital funds
Outpatient —
Commercial Transport — Air Force “Funds’

** To cross-check and verify above anecdotes — see Information Paper,
PATIENT MOVEMENT —WHO PAYS? MCHK-TPSO, 21 July 1999.

11. How many patients are traveling outside the AES (i.e. — as a % of total institutional
consults needing care outside of their MTF)
- Estimates are very rough — ranging from O to “very many.” One recurrent theme is
despite variability of estimates on outgoing flights to consult sites like TAMC and
CONUS - the interviewees consistently answer commercial travel back to the duty
station ranges from 50-100% across most institutions.

12. Who are the referring specialists?
- Family Practitioners - ailmost 100% (they are the primary care givers who are
stationed in these outlying MTFs).

13. Where are they referring too?
- Outlying Navy Clinics in Japan refer equally to Okinawa and TAMC, most others
send to TAMC. Difficult to quantify — some over-fly TAMC (Navy) to San Diego
Regiona Medical Center, and others do receive consults to civilian organizations.

14. How do you track these payments locally?
- Very few track (3 of 14 MTFs) and their databases are incomplete.




15. Other concerns of the AES, tracking and logistics of patient movement, etc.

DMRIS is not functional (by category) for UM of patient movement.

Passports are required for AES patients/attendants transiting Y okota from Guam —
delaying departure for routine consults by 2-3 weeks. If orders are not
coordinated through AES process, many get stranded in Y okota because of this.
Outbound passengers arrive at TAMC without orders funded for return. Quickly
changes when service Liaisons call with estimates of Hawaii per diem charges.
Service Liaison at TAMC does not talk to TAMC CM —if patient returns to duty
station on commercia and Service Liaison does not inform TAMC CM — TAMC
loses ahility to track patient.

Some commands see sending NMA with patient to TAMC on routine flight as a
way to reward hard work. Some commands report sending as many as 50% of
routine consults to TAMC with a non-medical attendant.

Inbound - Service Liaisons must receive manifest earlier than 1600 Monday for
Tuesday arrivals on the MEDEVAC system.

Outbound — Service Liaisons must manifest AES patients 72 hours prior to
departure. Since this Y okota bound flight leaves on Saturday, this means patient
must present to liaison by COB Tuesday. The inbound flight arrives from Y okota
on Tuesday — making this impractical from a logistics standpoint. If not
manifested — this requires patients to stay in Hawaii ($171 per diem/day) and has
led to the informal “SOP” of returning patients commercialy if they will be
waiting longer than 3 days for the AES. (i.e. — reasoning is most flights back to
WESTPAC range from $250 - $450...while 4 days per diem costs $684.)

Lack of coordinated local transportation for patients scheduled to take AES.
Using local medical resources (providers, technicians, medics, nurses) disrupts
local scheduling and access standards.



TAB C: AES Data Comparisons Page 1A

(Survey DataInstrument) | Access | Access | DMRIS | Excel | Access | Excel | Access Excel | Excel | Excel | Excel |
emogiaphics: | | T
Fve  oagew 1 | 1 | | 1 | 1 | 1 | | g

Birthdate | 48% 1 | | | [ | |
sex . | 190% 1 | 1 | 1 . [ | | |/ |/ | | 1
SponsorName | 48% 1 | | | [ | | | |
TRICARE Prime | 48% 1 | | . [ [ [ |

Unit Key POC 9.5% 1 1

Clinical Information:
Referring MD/Service | 381% 1 | 1 | 1 | 1 | 1 | 1 | 1 | | | | 1
AcceptingMD | 190% 1 | 1 | 1 | | | | | | | | 1
Outpatient | 143% 1 | | | | | | 1 | | | | 1

Medical Attendant | 286% 1 | 1 | 1 . [ [ [ | 1 | 1 | | 1
Clinical History | 333% 1 | 1 | 1 . [ | 1 [ 1 | 1 | | | 1
LengthofOrders | 48% 1 | | | [ [ [ | ] |




TAB C: AES Data Comparisons Page 2A

(Survey DataInstrument) | Access | Access | DMRIS | Excel | Access | Excel | Access Excel | Excel | Excel | Excel |
Support Needed: | | | T T

EFMP | 48% 1 | |/ |
Pt Mentally Competent | 48% 1 | | . [ [ [ | | | |
Spoken Language | 48% 1 | | | [ | [ | | |

Diagnostic Testing Sent 4.8% 1

Pt. Movement Information:

Tent. Arrival at Destination | 143% 1 | | . [ [ [ | 1 | | | 1
Date ofFlight | 48% 1 | | | [ [ |
First Appointment | 190% 1 | | . [ | 1 [ 1 | | | | 1

Financial Status | 95% 1 | 1 | . [ [ [ | | ]
Lodging at Destinaion | 143% 1 | 1 | . [ [ [ | | | | 1

Dates of Leave 4.8% 1










TAB C: AES Data Comparisons, Page 3A

| (Survey Datanstrument) | Access | Access | DMRIS | Excel | Access | Excol | Access | Excel | Excel | Excel | Exeel | |

Demographics: [ [ | [ | [ | | | | | | | |
DutyTite | 48% | [ | | | | 1 | | | | | |

Home Phone 4.8% 1

Clinical Information:

Dischargebate | o00% | [ | | | | | | | | | |
Local Consult Parameters |~ 00%| | [ | | | | | | | [ | |

CPT Codes 0.0%

Support Needed:
Finance Document Amt. | 190% | | | ¢+ | ¢+ | ¢+ | | | | 1+ | | |
TvIMethod of Sp. Attend. | 48%| | 1 | | | | | | | | | | |
TV MethodofNon-sp. | 48% | 1 | | | | | | | | | | |
Actual PerDiem | o00% | | | | | | | | | | | |

Actual Voucher 0.0%

Pt. Movement Information:

Time (OrigintoDest) |~ 48%/ | [ | | | | | ¢+ | | [ | |
Wait time for Departure | 48% | [ | | | | | ¢+ | | [ | |
Date of RetumtoOrigin | 143% | [ | | | ¢+ | | ¢+ | 1 | [ | | |
Entry Date into AESDMRIS | 143%| | 1 [ | | | ¢+ | 1 | | | [ | | |

AES(YesNo) | 48% | [ | | | | 1 | | | | | |
Pt Notification Date |~ 48%/ | [ | | | ¢+ [ | | | [ | |
TimeofConsut | o0% | [ | | | | | | | | | |
Orderspate | o00% | [ | | | | | | | | | |







TAB C: AES Data Comparisons, Page 3B

| (Survey Datanstrument) | Access | Access | Access | Ledger | Ledger | None | Word | Access | Noe | Excel | | | |

Demographics: [ [ | [ | [ | | | | | | | |
DutyTte | o0% | [ | | | | | | | | | |

Home Phone 14.3% 1 1 1

Clinical Information:

DischargeDate | 95% | 1 | | | | | | 1+ | | | | |
Local Consult Parameters |~ 95%| | 1+ | | | | | | &+ | | | | |
CPT Codes 9.5% 1 1

Support Needed:

Finance Document Amt. | 143% | 1 [ 1 | | | | | ¢+ | | [ | |
TV Method of Sp. Attend. | 48%| | | 1 | | | | | | | [ | |
TV Method ofNon-sp. |~ 48%/ | | 1 | | | | | | | [ | |
ActualPerDiem | 48% | [ 1 | | | | | | | | | |

Actual Voucher 4.8% 1

Pt. Movement Information:

Time (OrigintoDest) |~ 48%/ | [ 1 | | | | | | | [ | |
Wait time for Departure | 48%| | [ 1 | | | | | | | [ | |
Date of RetumtoOrigin | 190% | | 1 | ¢+ | 1 | | | | | 1+ [ | | |
Entry Date into AESDMRIS |~ 95%| | | 1 | ¢+ [ | | | | | [ | |

AES(YesNo) | 9s5% | 1 [ | | | | | ¢+ | | [ | |
Pt NotificationDate |~ 95% | 1 [ | | | | | ¢+ | | [ | |
TimeofConsut | 9s5% | 1 [ | | | | | ¢+ | | | | |
Orderspate | 9s5% | 1 [ | | | | | ¢+ | | [ | |













TAB D: Pacific Case Management Database & Explanations

DEMOGRAPHICSFIELD (PRIOR TO DEPARTURE) — This Section al Required Fields

1. Case Specific Identifier
A. Automatic Register on entry into system

EXPLANATION: No input necessary. Thisidentifier will register automatically when the
demographics field is completely filled out.

2. Socia Security Number of Patient (or Sponsor if Family Member)
A. Socid Security Number

EXPLANATION: Sdf-explanatory.

3. Did you verify the correct socia security number is listed in the “Demographics’ section?
A. Yes
B. No

EXPLANATION: This category is a sdlf-explanatory pull down menu. It ismeant asa
verification check that the social security number was entered into the demographic field
correctly.

4. Name of Patient
A. Name of Patient (3 box with letter limits; last, first, middle initial)

EXPLANATION: Patient'slast name, first name and middle initial.

5. FMP of Patient
A. Categorical Description of Patient

EXPLANATION: Pull down menu, categories are self-explanatory.

6. Isthe patient entered in the exceptional family member program?
A. Yes
B. No

EXPLANATION: Pull down menu, categories are self-explanatory.

7. Beneficiary Category

. Active Duty

Active Duty Family Members
Retired

Retired Family Members

Veteran's Administration Employee
Other DOD Employee

Host National

Other

IOMMOUO®»

EXPLANATION: Pull down menu, categories are self-explanatory.



8. Name of Sponsor
A. Name of Sponsor (3 box with letter limits; last, first, middle initial)

EXPLANATION: Patient’s last name, first name and middle initial.

9. Birthday of Patient
A. Numerica Birth Date (Month/Day/Y ear: X X/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

10. Patient Age (Y ears)
. 01

2-9

10-19

20-29

30-39

40-49

50-59

60-69

>70

—IeTmMoOwp

EXPLANATION: Pull down menu, categories are self-explanatory.

11. Patient Sex
A. Mde
B. Femde

EXPLANATION: Pull down menu, categories are self-explanatory.

12. Grade/Rank of Peatient (or Sponsor if Family Member)
E-1
E-2
E-3
E-4
E-5
E-6
E-7
E-8
E-9
Cw-1
CW-2
CW-3

. CwW-4
O-1
0-2
0-3
0-4
0O-5
0O-6

NWDOVOZIr AT IOMMUO W



T. O-7
Uu. O-8
V. 0-9
W. O-10
X. Not Applicable

EXPLANATION: Pull down menu, categories are self-explanatory.

13. Branch of Service

Army

Navy

Air Force

Marine

Coast Guard

Veteran’s Administration
Other DOD Employee
State Department
Host Nationa

Other

CTIEMMOO®>

EXPLANATION: Pull down menu, categories are self-explanatory.

14. Patient’s Health Coverage

TRICARE Prime

TRICARE Standard

TRICARE Extra

Federa Employee Health Benefit Plan
Other Insurance

No Hedth Plan Coverage

Unknown

OETMMUO®>

EXPLANATION: Pull down menu, categories are self-explanatory.

15. Petient’s Unit at Originating Duty Station (or Sponsor’s Unit if Family Member)
A. Fiedin Development (Numbers and Letters of Variable Length)

EXPLANATION: Typein Active Duty Member’'s Work Area Name and Numerical Designator
(i.e. — 374™ Air Evacuation Squadron, VMAQ 2 Detachment Zulu, etc.)

16. Phone Number for Point of Contact at patient’s work place
A. Numerica entry (Include box for country code and DSN vs. Commercial)

EXPLANATION: Typein Active Duty Member’s Work Area Phone Number

17. Patient’s Home Phone Number
A. Numericad entry (Include box for country code and DSN vs. Commercid)

EXPLANATION: Typein Active Duty Member’s Home Phone Number

hhkkhkkkhkhhkhhhkhkhkhhhhhhkhkhhhhhhkhhhhhhhkhhhhhhdhkhhhhhdhdhkhhhhhdhdhkhkhhxkdxkxkxkx



ENCOUNTER DATA FORM

1. Case manager/Service Liaison’s Name
A. Name of Case Manager (4 box with letter limits; last, first, middle initia, rank)

EXPLANATION: Case Manager’s last name, first name and middle initial.

2. Time/Date of Encounter with case manager
A. Numerica Time/Date (24-Hour Time/Month/Day/Y ear: xXxXx/XX/XX/XXXX)

EXPLANATION: Locd timein twenty-four hour time scale, two date designation for month
and day, and four digit for year. (i.e. —May 3, 2000 at 210 p.m. is 1410/05/03/2000)

3. Location of Encounter with Case Manager listed above.
Andersen AFB— Guam

US Nava Hospital - Guam

51" MDG Osan

8" MDG Kunsan

121% GH Korea

Camp Zama

35MDG Misawa

374" MDG Y okota

USNH Y okosuka

BMC Iwakuni

BMC Atsugi

BMC Sasebo

USNH Okinawa

18" MDG Kadena

WESTPAC Remote

Other Operationa Setting

. Tripler Army Medical Center

Other International Civilian Medical Center

Other Continental United States Civilian Medica Center
Other Continental United States Military Medical Center
Other

OTVOZErAC"IOMMUOW>0O®>

EXPLANATION: Pull down menu, categories are self-explanatory.



CLINICAL INFORMATION (PRIOR TO DEPARTURE)

1. Referring Medica Treatment Facility
. Andersen AFB— Guam
US Nava Hospital - Guam
51 MDG Osan
8" MDG Kunsan
121* GH Korea
Camp Zama
35MDG Misawa
374" MDG Y okota
USNH Y okosuka
BMC Iwakuni
BMC Atsugi
BMC Sasebo

. USNH Okinawa
18" MDG Kadena
WESTPAC Remote
Other Operational Setting
Tripler Army Medical Center
Other International Civilian Medical Center
Other Continental United States Civilian Medical Center
Other Continental United States Military Medical Center
Other

CANTOTVOZIr AT IOIMUOD>

EXPLANATION: Pull down menu, categories are self-explanatory.

2. Referring Service (Service requesting consult)
Behavioral Health Services
Cardiology and Cardiac Surgery
Dermatol ogy
Primary Care
Gastroenterology (Gl)

Genera Surgery
Gynecology

Internal Medicine

Neurology and Neurosurgery
Obstetrics

Ophthamology

Orthopedics

. Pediatrics
Substance Abuse
Urology and Nephrology
Dental
Other

OUVOZIrAE"IOMMUOD>

EXPLANATION: Pull down menu, categories are self-explanatory.

3. Accepting Medica Treatment Facility
A. Andersen AFB— Guam
B. US Nava Hospitd — Guam



51" MDG Osan
8th MDG Kunsan
121* GH Korea
Camp Zama
35MDG Misawa
374" MDG Y okota
USNH Y okosuka
BMC Iwakuni
BMC Atsugi
BMC Sasebo
. USNH Okinawa
18" MDG Kadena
WESTPAC Remote
Other Operationa Setting
Tripler Army Medical Center
Other International Civilian Medical Center
Other Continental United States Civilian Medica Center
Other Continental United States Military Medical Center
Other

CAMTOTVOZIr AT IOMMUO

EXPLANATION: Pull down menu, categories are self-explanatory.

4. Accepting Service (Service accepting consult)
Behavioral Hedth Services
Cardiology and Cardiac Surgery
Dermatology
Primary Care
Gastroenterology (Gl)

General Surgery
Gynecology

Internal Medicine
Neurology and Neurosurgery
Obstetrics

Ophthamology

Orthopedics

. Pediatrics
Substance Abuse
Urology and Nephrology
Dental
Other

OTOZEr AT IEMMUOW>

EXPLANATION: Pull down menu, categories are self-explanatory.

5. Time/Date Scheduled to be seen by Accepting Service
A. Numerica Time/Date (24-Hour Time/Month/Day/Y ear: xxXxXx/XX/XX/XXXX)

EXPLANATION: Loca timein twenty-four hour time scale, two date designation for month
and day, and four digit for year. (i.e. —May 3, 2000 at 210 p.m. is 1410/05/03/2000)



6. Reason for Consultation

Diagnostic Studies

Treatment

Diagnosis and Treatment

Second Opinion on Diagnosis and Treatment
Ongoing Treatment

Medical Board

Other

EMMUO®w>

EXPLANATION: Pull down menu, categories are self-explanatory.

7. (Presumed) Physical Status of Patient upon arrival at Site of Consultation
Inpatient — Ambulatory

Inpatient — Wheelchair

Inpatient — Litter

Outpatient — Ambulatory

Outpatient — Wheelchair

Outpatient — Litter

mmoow»

EXPLANATION: Pull down menu, categories are self-explanatory.

8. Number of Medica Attendants
A. 0
B. 1
C. 2
D. Greater than 3

EXPLANATION: Pull down menu, categories are self-explanatory.

9. Number of Non-Medica Attendants
A. 0
B. 1
C. 2
D. Greater than 3

EXPLANATION: Pull down menu, categories are self-explanatory.

10. Clinical History
Answer will be ablock for Narrative input (Limit to five lines??)

EXPLANATION: Thisfield permits abrief narrative clinica history.
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SUPPORT NEEDED (PRIOR TO DEPARTURE)

1. Travel Method of Medica Attendants for patient

AE System — accompanying patient

AE System — not accompanying patient

Commercia Air — accompanying patient

Commercid Air — not accompanying patient

Ground Transport

Water Transport

Other Transport

Does Not Apply —no medica attendants sent with patient

IOMMOUOWP

EXPLANATION: Pull down menu, categories are self-explanatory.

2. Travel Method of Non-Medical Attendants

AE System — accompanying patient

AE System — not accompanying patient

Commercia Air —accompanying patient

Commercia Air — not accompanying patient

Ground Transport

Water Transport

Other Transport

Does Not Apply —no non-medical attendants sent with patient

IeMmMoO®>

EXPLANATION: Pull down menu, categories are self-explanatory.

3. Lodging for Patient at site of Consult

Hotel

Family

Friends

Inpatient

BOQ

BEQ

Transient Personnel Unit/Medical Hold or Equivalent
Other Government Housing

IOMMUO®m>

EXPLANATION: Pull down menu, categories are self-explanatory.
4. Ordersfunded for Return Flight

A. Yes
B. No

EXPLANATION: Pull down menu, categories are self-explanatory.
5. Specific Remarks for Lodging Location and Local Phone Number.

EXPLANATION: Thisfield permits listing of local accommodations, local family, friends or
other local points of contact.
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PATIENT MOVEMENT INFORMATION (PRIOR TO DEPARTURE)

1. Date Consult written by provider at referring MTF
A. Numerica Date (Month/Day/Y ear: XX/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

2. Date Air Evacuation System Request sent for patient movement
A. Numerica Date (Month/Day/Y ear: X X/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

3. Date of First Air Evacuation System Flight
A. Numerica Date (Month/Day/Y ear: XX/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

4. Patient mugt be airborne and enroute within what period of time?
Less than 12 hours

From 12 to 24 hours

From 24 to 72 hours

Within 3 to 7 days

Greater than 7 days

moow>»

EXPLANATION: Thisisthe period within which the patient must be moving from the point of
consult to the next echelon of care and/or definitive care setting.

5. Specific Remarks on Patient Movement.

EXPLANATION: Thisisanarrative field permitting alisting of flight numbers, departure and
arrival times, etc.
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CHECK INWITH SERVICE LIAISON/TAMC STAFE (ON ARRIVAL AND PRIORTO
APPOINTMENT)

1. Date of Actual Flight Departure Carrying Petient to Hawaii or Consult Site
A. Numerica Date (Month/Day/Y ear: XX/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

2. Reason if Departure or Enroute Delay

Not applicable — Patient took first AES flight at Origin
Appointment not available at consult destination
Command would not release patient until later date
Patient delays for personal reasons

Consult cancelled

Mechanica Problems of Aircraft

Wesather Delays

Other

IOMMUO®>

EXPLANATION: Pull down menu, categories are self-explanatory.

3. Typeof Military or Commercia Flight
A. AES Routine Flight
B. Non-—AES Military Mission
C. Scheduled Commercia Carrier
D. Speciad Commercia Charter
E. Other

EXPLANATION: Pull down menu, categories are self-explanatory.

4. Arrival Datein Hawaii or Consult Site
A. Numerica Date (Month/Day/Y ear: XX/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

5. Did patient check in with Service Liason/TAMC Staff before appointment

Yes - within 24 hours of arrival)

Y es - from 25-48 hours after arrival)

Y es - from 49-96 hours after arrival)

Yes - greater than 97 hours arrival)

No — Patient did not check in with Service Liaison/TAMC staff before appointment

moow>»

EXPLANATION: Pull down menu, categories are self-explanatory

6. Reason patient did not check in with Service Liaison/TAMC Staff within 24 hours
Not applicable, patient did check in within 24 hours of arrival

Arriving Patient not Informed of check in procedures prior to departure
Extreme flight fatigue

Other

Cowpy



EXPLANATION: Pull down menu, categories are self-explanatory
7. Patient Specifics during the stay at the consult site.
EXPLANATION: Thisisanarrative field permitting a listing of local lodging, phone numbers,

appointment changes while at the consult site. It is also for discharge planning and tentative
departure dates, etc.
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PATIENT MOVEMENT INFORMATION (AFTER APPOINTMENT)

1. Check in Date with Service Liaison/ TAMC Staff for return flight planning
A. Numerical Date (Month/Day/Y ear: X X/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

2. Date Air Evacuation System Request sent for return flight to WESTPAC
A. Numerica Date (Month/Day/Y ear: X X/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

3. Date of first Air Evacuation System Flight
A. Numerica Date (Month/Day/Y ear: XX/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

4. Date Scheduled for Departure on Aircraft returning to WESTPAC
A. Numerica Date (Month/Day/Y ear: XX/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

5. Specific Remarks on Patient’ s return to Duty Station.

EXPLANATION: Thisisanarrative field permitting a listing of flight numbers, departure and
arrival times and dates, etc.
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ENDING TRAVEL AND FINANCIAL DATA (AT CLOSE OF TRAVEL ORDERYS)

1. Actua Flight Departure Date Carrying Patient from Hawaii or Consult Site to WESTPAC
A. Numerica Date (Month/Day/Y ear: XX/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

2. Reason if Departure or Enroute Delay

Not applicable — Patient took first AESflight at Origin
AES flight does not depart on schedule

Patient delayed for medical reasons

Mechanical Problems of Aircraft

Weather Delays

Other

mmooOw>

EXPLANATION: Pull down menu, categories are self-explanatory

3. Typeof Military or Commercia Flight from Hawaii or Consult Site to WESTPAC
A. AES Regulated Flight
B. SpaceAvailable
C. Scheduled Commercia Carrier
D. Other

EXPLANATION: Pull down menu, categories are self-explanatory

4. Fina Arrival Date at Duty Station
A. Numerica Date (Month/Day/Y ear: X X/XX/XXXX)

EXPLANATION: Two-digit designation for month and day, four digits for year. (i.e. —
November 13, 2000 is designated 11/13/2000)

5. When did patient close out travel orders with MTF staff
A. Within 48 hours of return to duty station
B. From 48-96 hours after return to duty station
C. Greater than 96 hours after return to duty station

EXPLANATION: Pull down menu, categories are self-explanatory

6. Tota Days of Consult Process (Depart Duty Station to Return to Duty Station)
0-5

6-10

11-15

16-20

21-25

26-30

31-35

36-40

Greater than 41

—IGTMMOO®>



EXPLANATION: Pull down menu, categories are self-explanatory

7. Tota cost of Per Diem while away from Duty Station
A. Five Boxes: Digits 0-9 (Ten Thousands, Thousands, Hundreds, Tens, Ones)

EXPLANATION: Pull down menu, categories are self-explanatory

8. Total cost for Travel (round-trip)
A. Five Boxes. Digits 0-9 (Ten Thousands, Thousands, Hundreds, Tens, Ones)

EXPLANATION: Pull down menu, categories are self-explanatory

9. Total Payment against Travel Orders
A. Five Boxes. Digits 0-9 (Ten Thousands, Thousands, Hundreds, Tens, Ones)

EXPLANATION: Pull down menu, categories are self-explanatory
10. Genera Miscellaneous Remarks at the Close out of Travel Orders

EXPLANATION: Thisisanarrative field permitting a discussion of any variable at the close of
orders (i.e. — accounting data, order modifications used during the patient’ stravel, etc.)
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TABLE 1 - PATIENT TRAVEL COSTS

Financial (Dollar) Costs - Routine Ambulatory Outpatient Consults Only

| | | | |
Commercial Travel * AES Travel *°
Origin Destination Ticket | Freqguency Depart Delay | Depart Delay | RON Delay | Ticket * | Frequency | Depart Delay ° | Depart Delay | Qutbound | Inbound RON Delay | Per Diem | Per Diem
Cost | Flights/Week | No Flight (Days) | Cost (Dollars) | Cost (Dollars) | Cost | Flights/Week | No Flight (Days) | Cost (Dollars) | Days RON | Days RON | Cost (Dollars) | Destination| Transit
Tripler Army MEDCEN (via Yokota)
Narita/Yokota Japan Honolulu, HI $204 14.0 0 $0 $0 $618 1.0 3.5 $0 0.0 $0 $0 $160
Naha/Kadena Okinawa |Honolulu, HI $565 7.0 0 $0 $0 $1,410 1.0 3.5 $0 1.0 $160 $0 $160
Seoul/Osan Korea Honolulu, HI $450 7.0 0 $0 $0 $1,306 1.0 3.5 $0 1.0 $160 $0 $160
Andersen/Guam Honolulu, HI $563 14.0 0 $0 $0 $1,403 1.0 3.5 $0 0.0 $0 $0 $160
Honolulu, HI Narita/Yokota Japan $204 14.0 0 $0 $0 $618 1.0 3.5 $599 0.0 $0 $171 $160
Honolulu, HI Naha/Kadena Okinawa | $564 7.0 0 $0 $0 $1,410 1.0 3.5 $599 1.0 $160 $171 $160
Honolulu, HI Seoul/Osan Korea $450 7.0 0 $0 $0 $1,306 1.0 3.5 $599 1.0 $160 $171 $160
Honolulu, HI Andersen/Guam $563 14.0 0 $0 $0 $1,403 1.0 3.5 $599 2.0 $320 $171 $160
Madigan Army MEDCEN (via Yokota)
Narita/Yokota Japan Tacoma, WA $302 21.0 0 $0 $0 $1,950 1.0 3.5 $0 0.0 $0 $0 $160
Naha/Kadena Okinawa |Tacoma, WA $758 14.0 0 $0 $0 $2,742 1.0 3.5 $0 1.0 $160 $0 $160
Seoul/Osan Korea Tacoma, WA $345 21.0 0 $0 $0 $2,638 1.0 3.5 $0 1.0 $160 $0 $160
Andersen/Guam Tacoma, WA $875 14.0 0 $0 $0 $2,735 1.0 3.5 $0 0.0 $0 $0 $160
Tacoma, WA Narita/Yokota Japan $302 21.0 0 $0 $0 $1,950 1.0 3.5 $322 0.0 $0 $92 $160
Tacoma, WA Naha/Kadena Okinawa | $758 14.0 0 $0 $0 $2,742 1.0 3.5 $322 1.0 $160 $92 $160
Tacoma, WA Seoul/Osan Korea $345 21.0 0 $0 $0 $2,638 1.0 3.5 $322 1.0 $160 $92 $160
Tacoma, WA Andersen/Guam $875 14.0 0 $0 $0 $2,735 1.0 3.5 $322 2.0 $320 $92 $160
San Diego Naval MEDCEN (via Yokota-Hickam)
Narita/Yokota Japan San Diego, CA $308 28.0 0 $0 $0 $2,328 1.0 3.5 $0 0.0 $0 $0 $160
Naha/Kadena Okinawa |San Diego, CA $510 14.0 0 $0 $0 $2,736 1.0 3.5 $0 1.0 $160 $0 $160
Seoul/Osan Korea San Diego, CA $355 21.0 0 $0 $0 $2,632 1.0 3.5 $0 1.0 $160 $0 $160
Andersen/Guam San Diego, CA $545 7.0 0 $0 $0 $2,729 1.0 3.5 $0 0.0 $0 $0 $160
San Diego, CA Narita/Yokota Japan $308 28.0 0 $0 $0 $2,328 1.0 3.5 $497 0.0 $0 $142 $160
San Diego, CA Naha/Kadena Okinawa | $510 14.0 0 $0 $0 $2,736 1.0 3.5 $497 1.0 $160 $142 $160
San Diego, CA Seoul/Osan Korea $355 21.0 0 $0 $0 $2,632 1.0 3.5 $497 1.0 $160 $142 $160
San Diego, CA Andersen/Guam $545 7.0 0 $0 $0 $2,729 1.0 3.5 $497 2.0 $320 $142 $160
Travis Air Force Base MEDCEN (via Yokota-Hickam)
Narita/Yokota Japan Sacramento, CA $561 28.0 0 $0 $0 $1,449 1.0 3.5 $0 0.0 $0 $0 $160
Naha/Kadena Okinawa |Sacramento, CA $774 14.0 0 $0 $0 $2,241 1.0 3.5 $0 1.0 $160 $0 $160
Seoul/Osan Korea Sacramento, CA $705 7.0 0 $0 $0 $2,137 1.0 3.5 $0 1.0 $160 $0 $160
Andersen/Guam Sacramento, CA $1,040 7.0 0 $0 $0 $2,234 1.0 3.5 $0 0.0 $0 $0 $160
Sacramento, CA Narita/Yokota Japan $561 28.0 0 $0 $0 $1,449 1.0 3.5 $424 0.0 $0 $121 $160
Sacramento, CA Naha/Kadena Okinawa | $774 14.0 0 $0 $0 $2,241 1.0 3.5 $424 1.0 $160 $121 $160
Sacramento, CA Seoul/Osan Korea $705 7.0 0 $0 $0 $2,137 1.0 3.5 $424 1.0 $160 $121 $160
Sacramento, CA Andersen/Guam $1,040 7.0 0 $0 $0 $2,234 1.0 3.5 $424 2.0 $320 $121 $160
Footnotes
1. Commercial Flight Frequency for all U.S. Flag Carriers - Carlson Wagonlit Travel Office, TAMC (Retrieved 10-26-99).

2. Data Retrieval from WWW, 10-26-99: http://tacc.af.mil/"Flight Calculator for C-17 and C-141" and Email correspondence Major Luis Morales, TACC, 10-27-99. 5 point to point unavailable - estimation methods included near-by airfields or
previous quarter flights, lowest hourly values taken. All AES flights between destinations (7-1-99 to 9-30-99 or 92 Days).

3. Estimates compiled from Email correspondence Major Luis Morales, TACC, 10-27-99 and Major Randall Emmert, TPMRC, 11-07-99. Intratheater movements to Yokota assume travel on scheduled C-9 missions.

4. Email Correspondence - Lt Col Charles Tupper, Transcom, 10-27-99. Values are "actual charges billed to insurance for Ambulatory Patients."

5. Statistical Assumption: The Central Limit Theorem - which states for all sample sizes n, where n is sufficiently large (>30), the sampling distribution approximates the normal probability distribution and the mean of the sampling distribution of
means is equal to the population mean. (Statistics, Fifth Edition, Sanders, D., p. 205-206, McGraw Hill, 1995.)




TABLE 2 - PATIENT TRAVEL COSTS

Access (Hour) Costs - Routine Ambulatory Outpatient Consults Only

[ [ [ [ [
Commercial Travel AES Travel >°
Origin Destination Travel Time | Travel Time | Frequency |Depart Delay | Outbound | Inbound | Travel Time | Travel Time | Frequency | DepartDelay ° | Depart Delay | Outbound | Inbound | Hardships - Comm Hardships - AES ®7
Flight Hours | Total Hours | Flights/Week | Time (Hours) | Days RON | Days RON | Flight Hours | Total Hours | Flights/Week | No Flight (Days)| Time (Hours) | Days RON | Days RON
Tripler Army MEDCEN (via Yokota
Narita/Yokota Japan Honolulu, HI 9.0 9.0 14.0 0.0 0.0 8.2 8.0 1.0 35 0.0 0.0
Naha/Kadena Okinawa |Honolulu, HI 9.0 11.0 7.0 0.0 0.0 10.5 34.0 1.0 35 0.0 1.0 1 Stop/1 RON
Seoul/Osan Korea Honolulu, HI 9.0 15.0 7.0 0.0 0.0 12.5 40.0 1.0 35 0.0 1.0 4-6 Hour Delay 2 Stops/1 RON
Andersen/Guam Honolulu, HI 7.0 7.0 14.0 0.0 0.0 135 25.0 1.0 35 0.0 0.0 1 Stop/25 hour continuous travel
Honolulu, HI Narita/Yokota Japan 9.0 9.0 14.0 0.0 0.0 8.6 9.0 1.0 35 84.0 0.0 72 hr. Manifest
Honolulu, HI Naha/Kadena Okinawa 9.0 11.0 7.0 0.0 0.0 14.0 25.0 1.0 35 84.0 1.0 72 hr. Manifest/2 Stops/Short stay RON
Honolulu, HI Seoul/Osan Korea 9.0 15.0 7.0 0.0 0.0 11.5 22.0 1.0 35 84.0 1.0 4-6 Hour Delay 72 hr. Manifest/1 Stop/Short stay RON
Honolulu, HI Andersen/Guam 7.0 7.0 14.0 0.0 0.0 12.5 45.0 1.0 35 84.0 2.0 72 hr. Manifest/1 Stop/2 RON
Madigan Army MEDCEN (via Yokota)
Narita/Yokota Japan Tacoma, WA 8.5 8.5 21.0 0.0 0.0 9.7 10.0 1.0 35 0.0 0.0
Naha/Kadena Okinawa |Tacoma, WA 11.0 13.0 14.0 0.0 0.0 12.5 33.0 1.0 35 0.0 1.0 1 Stop/1 RON
Seoul/Osan Korea Tacoma, WA 11.0 16.0 21.0 0.0 0.0 145 36.0 1.0 35 0.0 1.0 4-6 Hour Delay 2 Stops/1 RON
Andersen/Guam Tacoma, WA 14.0 16.0 14.0 0.0 0.0 145 29.0 1.0 3.5 0.0 0.0 1 Stop/1 RON
Tacoma, WA Narita/Yokota Japan 10.5 10.5 21.0 0.0 0.0 115 115 1.0 3.5 84.0 0.0
Tacoma, WA Naha/Kadena Okinawa 11.0 13.0 14.0 0.0 0.0 16.0 29.5 1.0 3.5 84.0 1.0 2 Stops/Short stay RON
Tacoma, WA Seoul/Osan Korea 11.0 16.0 21.0 0.0 0.0 14.0 26.5 1.0 3.5 84.0 1.0 4-6 Hour Delay 1 Stop/Short stay RON
Tacoma, WA Andersen/Guam 14.0 16.0 14.0 0.0 0.0 15.0 45.0 1.0 3.5 84.0 2.0 1 Stop/2 RON
San Diego Naval MEDCEN (via Yokota-Hickam!
Narita/Yokota Japan San Diego, CA 13.0 15.0 28.0 0.0 0.0 12.5 17.5 1.0 3.5 0.0 0.0 1 Stop/18 hour continuous travel
Naha/Kadena Okinawa |San Diego, CA 13.0 15.0 14.0 0.0 0.0 15.0 47.5 1.0 3.5 0.0 1.0 2 Stops/1 RON
Seoul/Osan Korea San Diego, CA 12.0 17.0 21.0 0.0 0.0 16.9 50.5 1.0 3.5 0.0 1.0 4-6 Hour Delay 3 Stops/1 RON
Andersen/Guam San Diego, CA 14.0 16.0 7.0 0.0 0.0 16.0 24.0 1.0 3.5 0.0 0.0 1 Stop/24 hour continuous travel
San Diego, CA Narita/Yokota Japan 13.0 15.0 28.0 0.0 0.0 14.8 19.0 1.0 3.5 84.0 0.0 1 Stop/19 hour continuous travel
San Diego, CA Naha/Kadena Okinawa 13.0 15.0 14.0 0.0 0.0 18.3 33.0 1.0 3.5 84.0 1.0 3 Stops/Short stay RON
San Diego, CA Seoul/Osan Korea 12.0 17.0 21.0 0.0 0.0 16.7 29.8 1.0 3.5 84.0 1.0 4-6 Hour Delay 2 Stops/Short stay RON
San Diego, CA Andersen/Guam 14.0 16.0 7.0 0.0 0.0 18.3 53.5 1.0 3.5 84.0 2.0 2 Stops/2 RON
Travis Air Force Base MEDCEN (via Yokota-Hickam
Narita/Yokota Japan Sacramento, CA 10.0 12.0 28.0 0.0 0.0 13.2 16.5 1.0 3.5 0.0 0.0 1 Stop/17 hour continuous travel
Naha/Kadena Okinawa |Sacramento, CA 13.0 15.0 14.0 0.0 0.0 15.7 46.5 1.0 3.5 0.0 1.0 2 Stops/1 RON
Seoul/Osan Korea Sacramento, CA 11.0 17.0 7.0 0.0 0.0 175 49.5 1.0 3.5 0.0 1.0 4-6 Hour Delay 3 Stops/1 RON
Andersen/Guam Sacramento, CA 13.0 15.0 7.0 0.0 0.0 16.7 23.0 1.0 3.5 0.0 0.0 1 Stop/23 hour continuous travel
Sacramento, CA Narita/Yokota Japan 10.0 12.0 28.0 0.0 0.0 14.3 17.3 1.0 3.5 84.0 0.0 1 Stop/18 hour continuous travel
Sacramento, CA Naha/Kadena Okinawa 13.0 15.0 14.0 0.0 0.0 17.8 31.4 1.0 3.5 84.0 1.0 3 Stops/Short stay RON
Sacramento, CA Seoul/Osan Korea 11.0 17.0 7.0 0.0 0.0 16.2 28.2 1.0 3.5 84.0 1.0 4-6 Hour Delay 2 Stops/Short stay RON
Sacramento, CA Andersen/Guam 13.0 15.0 7.0 0.0 0.0 17.8 51.8 1.0 3.5 84.0 2.0 2 Stops/2 RON
Footnotes
1. Commercial Flight Frequency for all U.S. Flag Carriers - Carlson Wagonlit Travel Office, TAMC (Retrieved 10-26-99).

2. Data Retrieval from WWW, 10-26-99: http://tacc.af.mil/"Flight Calculator for C-17 and C-141" and Email correspondence Major Luis Morales, TACC, 10-27-99. 5 point to point unavailable - estimation methods included near-by airfields or previous quarter flights, lowest hourly values taken. All
AES flights between destinations (7-1-99 to 9-30-99 or 92 Days).

3. Estimates compiled from Email correspondence Major Luis Morales, TACC, 10-27-99 and Major Randall Emmert, TPMRC, 11-07-99. Intratheater movements to Yokota assume travel on scheduled C-9 missions.

4. Email Correspondence - Lt Col Charles Tupper, Transcom, 10-27-99. Values are "actual charges billed to insurance for Ambulatory Patients.” |

5. Statistical Assumption: The Central Limit Theorem - which states for all sample sizes n, where n is sufficiently large (>30), the sampling distribution approximates the normal probability distribution and the mean of the sampling distribution of means is equal to the population mean. (Statistics,
Fifth Edition, Sanders, D., p. 205-206, McGraw Hill, 1995.)

6. Short stay RON defined as period when patient movement begins with less than 8 hours rest.

7. Non Active Duty patients transiting Japan must have a passport - often delaying departure for treatment up to 2 weeks.




TABLE 3 - INDIVIDUAL PATIENT TRAVEL COSTS

PATIENT MOVEMENT GIVENS AND WORKSHEET

|
Grade/Rank Daily Salary* | Grade/Rank | Daily Salary* | Grade/Rank | Daily Salary* Equation Givens: ** |

E-1 $48 CW-1 $110 O-1 $104 Enroute Per Diem Maximums:

E-2 $54 CW-2 $127 0-2 $126 Yokota = $160

E-3 $60 CW-3 $146 0-3 $159 Honolulu = $171

E-4 $67 CWw-4 $167 0-4 $179 Tacoma = $92

E-5 $78 05 $214 San Diego = $142

E-6 $91 0-6 $264 Sacramento = $121

E-7 $117 O-7 $321

E-8 $143 0-8 $373

E-9 $165 0-9 $412

0-10 $466
* Salary amounts are taken from the "BASIC PAY" Chart, Effective January 1, 1999. It excludes allowances, bonus and specialty pays, etc.
Derivation of Daily Slalary Equation for a given Paygrade is: (Max Salary + Min Salary)/ 2 / 20 Workdays per Month.
** Data Retrieval from WWW, 11-10-99: http://www.dtic.mil/perdiem/index.html.
| |

Eguation Variables: |

Grade/Rank = E-5 E-5

Daily Salary = $78 $78

Origin | Destination Movement Costs Lost Salary Costs Costs ($) Travel Time (Hours)

Tripler Army MEDCEN (via Yokota) Commercial AES Commercial AES Delta Commercial AES Delta |Delta(Days)
Narita/Yokota Japan Honolulu, HI $204 $618 $78 $78 ($414) 9.0 8.0 1.0 0.0
Naha/Kadena Okinawa |Honolulu, HI $565 $1,570 $78 $156 ($1,083) 11.0 34.0 (23.0) (1.0
Seoul/Osan Korea Honolulu, HI $450 $1,466 $78 $156 ($1,094) 15.0 40.0 (25.0) (1.0
Andersen/Guam Honolulu, HI $563 $1,403 $78 $78 ($840) 7.0 25.0 (18.0) (0.8)
Honolulu, HI Narita/Yokota Japan $204 $1,217 $78 $351 ($1,286) 9.0 93.0 (84.0) (3.5
Honolulu, HI Naha/Kadena Okinawa $564 $2,169 $78 $429 ($1,956) 11.0 109.0 (98.0) (4.2)
Honolulu, HI Seoul/Osan Korea $450 $2,065 $78 $429 ($1,966) 15.0 106.0 (91.0) (3.8)
Honolulu, HI Andersen/Guam $563 $2,322 $78 $507 ($2,188) 7.0 129.0 (122.0) (5.1)
Madigan Army MEDCEN (via Yokota)
Narita/Yokota Japan Tacoma, WA $302 $1,950 $78 $78 ($1,648) 8.5 10.0 (1.5) (0.2)
Naha/Kadena Okinawa |Tacoma, WA $758 $2,902 $78 $156 ($2,222) 13.0 33.0 (20.0) (0.8)
Seoul/Osan Korea Tacoma, WA $345 $2,798 $78 $156 ($2,531) 16.0 36.0 (20.0) (0.8)
Andersen/Guam Tacoma, WA $875 $2,735 $78 $78 ($1,860) 16.0 29.0 (13.0) (0.5)
Tacoma, WA Narita/Yokota Japan $302 $2,272 $78 $351 ($2,243) 10.5 95.5 (85.0) (3.5
Tacoma, WA Naha/Kadena Okinawa $758 $3,224 $78 $429 ($2,817) 13.0 113.5 (100.5) (4.2)
Tacoma, WA Seoul/Osan Korea $345 $3,120 $78 $429 ($3,126) 16.0 110.5 (94.5) (3.9
Tacoma, WA Andersen/Guam $875 $3,377 $78 $507 ($2,931) 16.0 129.0 (113.0) (4.7)
San Diego Naval MEDCEN (via Yokota-Hickam)
Narita/Yokota Japan San Diego, CA $308 $2,328 $78 $78 ($2,020) 15.0 17.5 (2.5) 0.2)
Naha/Kadena Okinawa |San Diego, CA $510 $2,896 $78 $156 ($2,464) 15.0 475 (32.5) (1.9)
Seoul/Osan Korea San Diego, CA $355 $2,792 $78 $156 ($2,515) 17.0 50.5 (33.5) (1.9)
Andersen/Guam San Diego, CA $545 $2,729 $78 $78 ($2,184) 16.0 24.0 (8.0) (0.3)
San Diego, CA Narita/Yokota Japan $308 $2,825 $78 $351 ($2,790) 15.0 103.0 (88.0) (3.7)
San Diego, CA Naha/Kadena Okinawa $510 $3,393 $78 $429 ($3,234) 15.0 117.0 (102.0) (4.3)
San Diego, CA Seoul/Osan Korea $355 $3,289 $78 $429 ($3,285) 17.0 113.8 (96.8) (4.0)
San Diego, CA Andersen/Guam $545 $3,546 $78 $507 ($3,430) 16.0 137.5 (121.5) (5.1)
Travis Air Force Base MEDCEN (via Yokota-Hickam)
Narita/Yokota Japan Sacramento, CA $561 $1,449 $78 $78 ($888) 12.0 16.5 (4.5) 0.2
Naha/Kadena Okinawa |Sacramento, CA $774 $2,401 $78 $156 ($1,705) 15.0 46.5 (31.5) (1.3)
Seoul/Osan Korea Sacramento, CA $705 $2,297 $78 $156 ($1,670) 17.0 49.5 (32.5) (1.9)
Andersen/Guam Sacramento, CA $1,040 $2,234 $78 $78 ($1,194) 15.0 23.0 (8.0) (0.3)
Sacramento, CA Narita/Yokota Japan $561 $1,873 $78 $351 ($1,585) 12.0 101.3 (89.3) (3.7)
Sacramento, CA Naha/Kadena Okinawa $774 $2,825 $78 $429 ($2,402) 15.0 115.4 (100.4) (4.2)
Sacramento, CA Seoul/Osan Korea $705 $2,721 $78 $429 ($2,367) 17.0 112.2 (95.2) (4.0)
Sacramento, CA Andersen/Guam $1,040 $2,978 $78 $507 ($2,367) 15.0 135.8 (120.8) (5.0)
Total Deltas - Round Trip Travel Cost($) |Time (Days) Cost ($) |Time (Days)
Japan Honolulu Japan ($1,699) (3.5) Japan San Diego _ |Japan ($4,810) (3.8)
Okinawa Honolulu Okinawa ($3,039) (5.0) Okinawa |San Diego |Okinawa ($5,698) (5.6)
Korea Honolulu Korea ($3,060) (4.8) Korea San Diego |Korea ($5,800) (5.4)
Guam Honolulu Guam ($3,028) (5.8) Guam San Diego  |Guam ($5,614) (5.4)
Japan Tacoma Japan ($3,891) (3.6) Japan Sacramento |Japan ($2,473) (3.9)
Okinawa Tacoma Okinawa ($5,039) (5.0) Okinawa _|Sacramento |Okinawa ($4,107) (5.5)
Korea Tacoma Korea ($5,657) (4.8) Korea Sacramento |Korea ($4,037) (5.3)
Guam Tacoma Guam ($4,791) (5.3) Guam Sacramento |Guam ($3,561) (5.4)
KEY:

1. All spreadsheet cells on this page are linked to the gray box under "Equation Variables," allowing the analysis of any Grade/Ranks listed above.

2. Deltas are costs (dollars, hours and days as noted) of Commercial Transport minus the AES. Parentheses are negative numbers. Negative numbers signify the additional
cost of using the AES for patient transport (in dollars, hours and days).




TABLE 4 - ANNUALIZED THEATER-WIDE PATIENT TRAVEL COSTS
PATIENT MOVEMENT WORKSHEET

4th Qtr. 1999 Statistics * Annualized Statistics - One Way >
Origin Destination Patients Rank Mode % Total Patients Rank Mode Cost/Person Day/Person Cost Delta Day Delta
Yokota Hawaii 122 E-4 39% 488 E-4 (414) 0.0 (202,032) 0
Okinawa Hawaii 82 E-5 26% 328 E-5 (1,083) (1.0) (355,224) (328)
Korea Hawaii 42 E-5 14% 168 E-5 (1,094) (1.0) (183,792) (168)
Guam Hawaii 65 E-4 21% 260 E-4 (840) (0.8) (218,400) (208)
Totals 311 100% 1244 (959,448) (704)
Origin Destination Patients Rank Mode % Total Patients Rank Mode Cost/Person Day/Person Cost Delta Day Delta
Hawaii Yokota 29 E-4 29% 116 E-4 (1,247) (3.5) (144,652) (406)
Hawaii Okinawa 20 E-5 20% 80 E-5 (1,956) (4.1) (156,480) (328)
Hawaii Korea 20 E-5 20% 80 E-5 (1,966) (3.8) (157,280) (304)
Hawaii Guam 30 E-4 30% 120 E-4 (2,127) (5.1) (255,240) (612)
Totals 99 100% 396 (713,652)  (1,650)
Total Deltas - Round Trip Travel Cost($) Time (Days)
Japan Honolulu Japan ($346,684) (406.0)
Okinawa Honolulu Okinawa ($511,704) (656.0)
Korea Honolulu Korea ($341,072) (472.0)
Guam Honolulu Guam ($473,640) (820.0)
Total FY99  ($1,673,100)  (2,354)

Footnotes

1. Email Correspondence - Major Randall Emmert, TPMRC, 11-15-99. Rank Mode is the most common rank travelling from each respective site. Note -the
most frequent patient travelers from Japan, Guam and Okinawa are non-active duty. The ranks listed for those origins are second most frequent patient
travelers.

2. Deltas are costs (dollars and days as noted) of Commercial Transport minus the AES. Parentheses are negative numbers. Negative numbers signify the
additional cost of using the AES for patient transport (in dollars and days).
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